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DISPLACEMENT AND MIGRATION 
A Stupy 1n Soctat Psycutatry * 
LIBUSE TYHURST, M.D., Monrreat, P. Q. 


INTRODUCTION 


The following is a preliminary statement 
based upon the psychiatric study during the 
past year and a half of displaced persons and 
immigrants in the area of Montreal. The 
paper offers a brief clinical description of 
the psychiatric findings in a group of 48 dis- 
placed persons who were seen as patients at 
the Psychiatric Institute, in the outpatient 
clinics and on the medical wards. 

An auxiliary background study for evalu- 
ation of the common environmental prob- 
lems and general reactions of this group was 
conducted with displaced persons in the com- 
munity where over 70 “normals” were inter- 
viewed individually and in groups. Addi- 
tional material has been obtained by inter- 
viewing, and in conferences with, personnel 
who are responsible for their care. 

Following a brief presentation of methods 
and material, the clinical findings will be 
presented. This is followed by a discussion 
in which an attempt is made to interpret 
these findings in an outline of the psycho- 
social dynamics of immigration and displace- 
ment with particular reference to the factor 
of social mobility and its two aspects—hori- 
zontal (which operates when an individual 
moves from one place to another) and ver- 
tical (when an individual moves from one 
social class to another). 


MATERIAL AND METHOD 


Of the patients seen, few were referred 
primarily as psychiatric problems. In the 
majority, difficulties in adjustment to work 
or bodily complaints of one sort or another 
for which no physical cause had been found 
were the reasons for referral. At the time of 
psychiatric examination, each patient had 
had numerous examinations by outside phy- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

From the Royal Victoria Hospital. 


sicians, or at outpatient departments, for 
somatic complaints. Each was usually in a 
rather serious financial difficulty, either not 
working and staying in hostels, or at work 
but anxious about losing a job. It should be 
noted that many actually lost their jobs as 
soon as complaints were made—this appear- 
ing, in some cases, to be the policy of the 
employer. 

Various data with respect to the material 
are shown in Tables 1 to 3, and the follow- 


TABLE 1 


DistrisuTiIon oF 48 D.P. Patients witH RESPECT 
To Sex, AGE, INTELLIGENCE, EpUCATION, 
AND MARITAL STATUS 


Male Female Total 

6 42 48 
Age 

BD 2 2 4 

I 15 16 

Intelligence 

LOW I 4 5 
Education 

3 3 

Completed H.S. ........ oO 9 9 

4 12 16 
Marital Status 


ing points may be added: In Table 1, the 
uneven distribution of sexes is due to the 
distribution of work by the Labour Office, 
whereby the females are placed in domestic 
service in the cities, and males are distrib- 
uted to farms, logging camps, or industries 
in outlying areas. In Table 2, in summary, 
with respect to dependence, 38 of the pa- 
tients could be considered as having been 
mainly dependent at the onset of war, and 
only 10 independent. All females but 3 were 
domestics ; all males, labourers. 
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It is clear that the numbers are not large 
enough to allow any statistical deductions, 
and the study is based mainly upon the clini- 
cal evaluation of this group of patients, this 
clinical approach furnishing a necessary first 
step in the study. 

The patients were seen in individual inter- 
views, all of them several times, and the ma- 
jority in psychotherapy lasting in many cases 
for several months. 


TABLE 2 


DISTRIBUTION OF DEGREE OF DEPENDENCY BEFORE 
THE War, OccupATION IN CANADA, AND 
INCOME IN CANADA, IN Group oF 48 D.P. 
PATIENTS 


Male Female Total 
Degree of dependency before war 


Dependent 
(a) On parents or husbands 4 10 14 
(b) In school or training.. 4 20 24 
Occupation in Canada 
(a) Domestics ........... oO 39 39 
6 3 9 
Income prior to onset of illness 
Over $35 per month........ 5 8 13 
Over $100 per month........ I oO I 


* Thirteen without income at time of referral because 
discharged from work because of illness. 


TABLE 3 


Suow1nc Distripution oF D.P. PATIENTS WITH 
Respect TO CULTURAL BACKGROUND, SOCIAL 


Crass OF PARENTS, AND RuRAL-URBAN 
OrIGIN 
Male Female Total 
Cultural background 
3 7 10 
Social class of parents 
Upper middle and 
professional ......... I II 12 
I 14 15 
Labouring ............. 4 17 21 


CLINICAL FINDINGS 


In the development of psychological re- 
actions there appear to be 2 characteristic 


periods, as observed both in patients and 
“normals.” 

The initial period lasts about 2 months 
after arrival and presents the following 
characteristics. (a) There is a subjective 
sense of well-being, which may be described 
as “euphoria” in some. (b) There is a ten- 
dency toward increased psychomotor ac- 
tivity, which may be looked upon as a primi- 
tive way of getting rid of the tension and 
anxiety concomitant with immigration and 
aroused by the situation of mobility, to be 
discussed below. It is interesting to note in 
this connection the feeling of being freed 
from enforced idleness in the D. P. camps 
where they were awaiting permission and 
arrangements for immigration—some up to 
5 years—“We couldn’t do anything, just 
wait.” (c) The interest in the new environ- 
ment is limited and directed toward the ful- 
fillment of basic and immediate needs (food, 
sleep, mothering, reassurance, etc.). A pa- 
tient states, “I feel like a new-born baby. I 
want to be taken by the hand.’”’ When this 
attitude persists, it may be looked upon either 
as withdrawal in the face of increasing 
difficulties, or as the inability to lose atti- 
tudes learned and carried over from previous 
war years, possibly on the basis of personal 
predisposition. (d) There is a tendency to 
ventilate about the war experiences and a 
gradually increasing bitterness that “nobody 
can understand” or “will not understand.” 

The time perspective of this period is con- 
cerned with the immediate past rather than 
the present, the future, or the distant past— 
the orientation of the individual may be thus 
described as “an attitude of escape.” 

The second period may be called the “pe- 
riod of psychological arrival.” In this period 
an appreciation of the current social situa- 
tion gradually occurs while the individual 
becomes increasingly aware of the language 
difficulties, differences in custom and value, 
the separations, losses, etc. The time per- 
spective of this period involves an increasing 
awareness of the present and especially the 
future. The further interesting develop- 
ment appears to be that the future may be 
rejected, often along with the present, and 
the individual is concerned principally with 
the distant past and childhood, which are 
retrospectively idealized. Returning to a 
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“happy past” is evident from the TAT 
stories of all patients. This idealized retro- 
spection may accentuate the actual losses of 
home. In the second period the psychiatric 
reactions to be described tend to become ob- 
vious and reach their peak in about 6 months 
after arrival. It is of interest to note that 
this finding is in accordance with those of 
Meerloo(7, p. 116) on displaced persons and 
prisoners of war in Europe, and Curle and 
Trist(2, p. 242) on prisoners of war in 
England. 

Psychiatric Categories ——With respect to 
the psychiatric classification of these reac- 
tions the distribution of diagnoses is shown 
in Table 4. Ten patients are classified as 


TABLE 4 


DIsTRIBUTION OF DIAGNOSTIC CATEGORIES FOR A 
Group oF 48 DispLacep Prrsons SEEN 
AS PATIENTS 
Male Female Total 
Psychoses (Total—1o) 
Schizophrenia with paranoid 
trends 


Manic-depressive .......... 
Organic with paranoid 

Psychopath with paranoid 

Paranoid reactions 

Psychoneuroses (Total—38) 

Hysteria—conversion ....... 0 I I 
—hysterical per- 
sonality ....... 0 12 12 
Psychopathic personality.... 1 3 4 
Mixed psychoneurosis—anx- 
iety and depression........ ta) 21 21 


psychotics, 38 as psychoneurotics. However, 
the nosological approach is not entirely satis- 
factory because of the character of symptom- 
atology and the almost day-to-day varia- 
bility of the clinical picture. The general 
descriptive approach is more useful for the 
purpose of discussion. In the following out- 
line the most outstanding and typical data 
in the symptomatology are described without 
giving detail on individual cases, and 3 main 
trends may be distinguished: (1) suspi- 


ciousness and paranoid trends, (2) presence 
of anxiety and depression, and (3) somatic 
complaints. 

1. First with respect to suspiciousness and 
paranoid trends, the data illustrate the simi- 
larities between the “normal” and mild psy- 


choneurotic and the severe psychoneurotic 
and the psychotic. 

(a) Many of the “normals” showed vary- 
ing degrees of suspiciousness and several 
recalled in casual conversation in discussion 
groups having had, transitionally, the “feel- 
ing that everyone is concerned about me 
or watching me.” 

(b) The definite suspiciousness of the 
psychoneurotics was obvious from their su- 
perficial conduct (refusal to tell names, give 
data in taking the history, etc.), their general 
attitudes and thinking. This suspiciousness 
varies from the most mild forms to the mildly 
paranoid. In some patients, the paranoid 
trends have the character of obsessional 
thinking—‘‘Whenever walking on the street 
I feel that people are watching me and 
laughing at me. I do not believe it but can- 
not get rid of the feeling.” At times one 
was given the impression of seeing the 
earliest stages of paranoid development,? 
e.g., in a severely psychoneurotic boy who 
believed he was being spied upon by Canadian 
authorities about communism, with a marked 
fluctuation of insight. The transitory char- 
acter of these paranoid trends, the fluctua- 
tion of insight into them, their accessibility 
to more superficial psychotherapy, and the 
less serious and intensive personality dis- 
turbance associated with them, distinguishes 
this and other similar psychoneurotic pa- 
tients from those categorized as showing psy- 
chotic paranoid reactions. 

(c) In 4 of the 6 cases classified as para- 
noid reactions, delusions were discovered “‘in- 
cidentally” when the patients were referred 
for their somatic complaints. Their delu- 
sional ideas were isolated; and, besides the 
paranoid conteni, their contact with reality 
was fairly adequate—none of them showed 
typical schizophrenic thinking either clini- 
cally or on psychological testing. As shown 
in Table 4 all psychotics manifested para- 
noid delusions and in fact the presence of 
such delusional content has been the princi- 


2“One has the feeling of seeing the paranoid re- 
actions in ‘status nascend.’” “I believe .... that 
it is no mere coincidence that in the treatment of 
refugees one is almost everywhere dealing with 
paranoid reactions, which apparently indicates that 
the severe social trauma—in and of itself—has a 
tendency to release paranoid reactions, regardless of 
the character structure involved” (9). 
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pal basis for classifying them as psychotics 
(save for the case of organic psychosis based 
upon head injury with brain damage). The 
content of the paranoid delusions was di- 
rected mainly toward Canadian authorities 
or employers. Males believed that they were 
being spied upon or suspected of commu- 
nism. Females suspected that they were 
being spied upon, their property stolen, or 
that they were being prevented from getting 
married. 

2. Anxiety and depression, which are 
present in each patient, are not readily ad- 
mitted although the signs are objectively 
evident. In general, anxiety was prevalent 
in the younger (under 35) patients, and in 
those who were more aggressive and rebel- 
lious. Two of the psychoneurotic, and all 
psychotics, showed severe anxiety while in 
the remainder it could be described as mild. 
Depression was more commonly found in 
the older-aged patients (over 35) and in all 
patients with hysterical personality features 
and those who showed attitudes of apathy 
and passivity. The depression states were 
always accompanied by anxiety. Although 
depressed, none of the patients showed typi- 
cal retardation and there was a great deal 
of fluctuation in the same patient from day 
to day with respect to the proportion of mani- 
fest anxiety or depression. Only one patient 
was suicidal. 

All patients had recurring dreams. Few 
reported having only pleasant ones (about 
home, childhood, parents, ete.). The majority 
had unpleasant, anxiety-laden dreams, wak- 
ing up with choking, perspiration, palpita- 
tions, numbness, paralyzed feelings, etc. The 
content of these dreams is about being at- 
tacked, many sexually (note the remarks of 
delusions of sexual assault by Frost(3)) ; 
going from place to place; being chased: 
choked ; seeing their parents dead, in prison, 
etc. Some stated that their “childhood night- 
mares had returned.” Few dream about 
Canada and the dreams are unpleasant— 
about language difficulties, failure at work, 
etc. Very few dream about their war ex- 
periences, and in those who do, such dreams 
are not persistent, usually lasting a short 
period after arrival. Prior to the onset of 
the complaint problem there is usually an 
increase in the frequency of dreams. 


Also many of the normals reported oc- 
casional dreams of various types including 
all the patterns described above. 

3. All patients presented a large number 
of somatic complaints. They are preoccupied 
with these and reluctant to express or admit 
subjective feelings. This is seen in various 
degrees up to the individual who returns, 
with violent insistence, to his bodily symp- 
toms and refuses to talk about himself in 
other terms than of the bodily sensations. All 
patients had been seen by at least one other 
physician previously and felt that their ill- 
ness had not been understood. Some of them 
accused doctors of not showing any interest 
or having made them worse by treatment. 
All patients who had undergone surgery 
stated that their complaints had not im- 
proved, had become worse or that others had 
developed since the operation. (Several pa- 
tients had developed acute anxiety symptoms 
after being operated upon.) 

Details of the somatic reactions have been 
discussed elsewhere(14). The following 
generalizations, however, can be made: 

(a) The complaint problem tends to be 
expressed in terms of somatic complaints 
rather than subjective emotions or feelings. 
This emphasis upon somatic pattern may 
possibly reflect modes of expression car- 
ried over from their maternal cultures. Or 
again it may be that their previous experience 
during the war is of importance, where “to 
fear” or “to give up” was less important 
than “‘to be sick in bed.” The crucial element 
is, of course, the characteristic intense self- 
preoccupation that has developed. 

(b) There is a typical pattern in the de- 
velopment and character of the somatic com- 
plaints. The initial complaints are fatigue, 
weakness, muscular or joint pain, distur- 
bances of sleep and appetite.* On the basis 
of these initial symptoms, others usually 
develop in various systems and, in these, 
pain of one kind or another is the outstand- 
ing feature. In addition to the more long- 
standing somatic patterns, there are fre- 
quently signs and symptoms of manifest 
anxiety of a more acute nature. These in- 
clude such physiological concomitants of 


3 Frost(3) says, “loss of appetite, however, was 
the most grave of vegetative signs, for it often 
led to refusal of food.”—Adler(1) “hunger strike.” 
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anxiety as dry mouth, weak spells with faint- 
ing, nausea, trembling, shaky feelings, etc. 

(c) In this group there were no so-called 
“psychosomatic diseases” such as peptic ulcer, 
ulcerative or mucous colitis, asthma, etc., 
save for one case of malignant hypertension. 

(d) There appeared to be a tendency to 
change somatic symptoms from one system 
to another. 

The initial complaints of fatigue, muscu- 
lar pain, and other tensional complaints are 
present also in the “normals” where, how- 
ever, they are of a transitory nature. It may 
be noted that this somatic pattern described 
is also typical of the chronic outpatient— 
usually immigrant—who has been followed 
by many doctors over a long period of time 
without improvement. The similarity of the 
general psychosocial dynamics, in the cases 
of immigrants, is also striking. 

On inquiry into the previous occurrence of 
these somatic complaints, the majority re- 
ported their development in Canada. No 
patient reported having had such symptoms 
under direct stresses during the war (prison, 
concentration camps, etc.), although a few 
had some complaints after war had finished 
and prior to emigration. These patients 
stated that their symptoms had become very 
much worse, and that they developed new 
ones, since coming to Canada. Typical re- 
marks are: “I do not understand why I did 
not have all these pains in Germany, when 
hungry, under bombs and in fear.” “I should 
be happy here, I have been waiting for it so 
long. I am not hungry but I feel worse 
than ever before.” Some state that “Canada 
is much worse than concentration camp,” 
which of course arouses hostility in others. 


DiscuSssION 


Turning next to a discussion of these find- 
ings, in summary there are definite common 
patterns in the phenomena that these patients 
present. This consistency of symptom pat- 
tern, described above, would suggest that 
there are certain constant factors in the 
psychopathology. 

With this in mind, there is a unique op- 
portunity here to consider the interplay of 
two factors—the individual and the social. 
The point of view is taken that neither one 
is necessarily of greater importance in pre- 


cipitating the illness or in determining its 
form. Both factors must be thoroughly 
grasped for an understanding of psycho- 
pathology, and for the treatment of the 
patient. 

The main emphasis in this discussion is 
not upon individual personality factors (pre- 
disposition), which, as psychotherapy has 
made clear, are important.* The individual 
factors, on the whole, are little different from 
those with which psychiatrists are familiar— 
e.g., the importance of early sibling relation- 
ships, ambivalences and conflicts with respect 
to parent figures, broken homes and separa- 
tions. Ruesch et al.(10, p. 32-33) have 
pointed out the significance of early per- 
sonality development, and particularly pa- 
rental identifications, in affecting integration 
into a new culture. 

It is felt that it is primarily the social fac- 
tors that account for the consistency in the 
symptom pattern and also that, in interaction 
with individual predisposition, give rise to 
entirely new forms of personality organiza- 
tion. The particular psychological and psy- 
chiatric implications of these social factors 
are the subject of this discussion. 

Social mobility is the central social dy- 
namic for the understanding of both the 
various determining factors and the reactions 
of migrants. It operates horizontally, as 
the individual moves from one culture to 
another, and vertically, as the individual 
moves from one social class to another. It 
is important to appreciate that the individual 
who moves from culture to culture or class 
to class is not only faced with the differences 
there will be in the content of the various 
value systems. Rather the crucial element 
is the matter of change. In other words, no 
matter what the norms or values of the par- 
ticular cultures are, the immigrant is faced 
with a change in them. The psychological 
consequences of this process of change—in 
terms of increasing individualization, isola- 
tion, personal insecurity, the necessity for a 
reorientation of values together with an in- 
creased awareness of the relativity of pre- 
viously stable values, all leading to failing 
communication, insecurity, and anxiety—lie 
behind the psychodynamics of the migrant. 

*The psychotics, especially, show definite ab- 


normalities and predisposition in their personal and 
family histories. 
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This may be illustrated by an outline of 
the patients’ attitudes toward the present, 
the immediate past, and the distant past. 
These attitudes constitute only one aspect 
of the underlying dynamics that are a conse- 
quence of social mobility. 

In the present, uncertainty is typical of 
their opinions about their surroundings; it is 
also typical of their general feelings about 
themselves. This uncertainty is based not 
only upon the difference in the content of 
the value systems and the loss of “know- 
how” (10, p. 4) but also upon the increased 
awareness of the relativity of the previously 
stable values that mobility has undermined. 
It is clearly expressed in the following auto- 
biographic statement—‘‘My greatest tragedy 
in life is that I always see the two opposite 
sides at the same time. What seems to me 
right one day seems all wrong the next. Not 
only that, but many things seem right and 
wrong at the same time(15, p. 114, as quoted 
by Smith(12, p. 235)). 

The uncertainty about self and the en- 
vironment is responsible for the feeling of 
general helplessness of the individual at this 
time. He tries to find an absolute answer 
either with an obsessional preoccupation with 
self—leading to somatic symptoms—or with 
the environment. The preoccupation with 
self also leads to an intense self-awareness 
with inferiority feelings and self-condemna- 
tion, which may fluctuate with paranoid pro- 
jection. On the other hand, preoccupied 
with the environment, the individual may 
blame others for his frustrations, becoming 
more and more aggressive, and therefore 
more apt to be rejected so that a vicious 
circle may be established. Ruesch e¢ al.( 10, 
p. 4) have also commented upon this “vicious 
circle: acculturation—frustration—anger— 
hostility on the native’s side—delayed ac- 
culturation—increased frustration—is one 
of the main reasons for the unhappiness of 
the migrant.” 

It should be stated that the increased ag- 
gressiveness is not simply the result of frus- 
tration alone. It is a prime consequence of 
mobility, its attendant secularization of value 
and isolation. As Smith(12, p. 70) says, 
“With the break-down of the old patterns 
of behaviour there is an ever-increasing de- 
velopment of individualization. When the 


traditions which control conduct fall into 
disrepute, the individual is thrown back upon 
his unschooled impulses. He tends to gratify 
his own wishes even at the expense of his 
fellows. Group consciousness gives way to 
egoistic attitudes.” 

All patients manifest hostility to a greater 
or less degree. This is associated with both 
the feeling of helplessness and the various 
frustrations. The hostility is usually con- 
trolled, at least at first, and not manifest in 
behaviour, save in clinical interviewing. 

The presence of both hostility and help- 
lessness leads to typical compound attitudes : 

(a) Rebelliousness, but with feeling of 
helplessness and associated with anxiety. 

(b) Apathetic helplessness, which seems 
to be the consequence of inhibition and in 
more severe form is associated with depres- 
sion. The patient states, “I do not think or 
feel. I just sleep, eat, and work, that’s all.” 
Typically, one finds a fluctuation between 
these 2 compound attitudes in the same in- 
dividual. This contributes to the amorphous 
and ambivalent state of mind and behaviour 
that is so often observed. 

(c) The third compound attitude tends to 
be a rather serious development, and is found 
in the apathetic individual who has devel- 
oped marked attitudes of dependency and in 
whom total interest is focused upon the body 
and its sensations in a state of intense self- 
awareness. The patient insists vehemently 
that he has physical disease and manifests a 
primitive craving for affection that he is 
unable to return. 

The immediate past—the war years—is 
omitted by patients presenting their history. 
This period may be up to IO years spent 
away from home and family in forced labour 
brigades, concentration camps under Nazis, 
or bombing and other war experiences. Pa- 
tients refuse to talk about these things and 
state that they never want to think of them 
or that they want to forget them. Details 
are given in a dry, descriptive fashion, with 
flat emotional tones. The time spent in dis- 
placed persons camps is felt to be the most 
difficult, and in these situations hunger and 
idleness are stressed. 

The prewar period, and especially child- 
hood, is retrospectively idealized. Mother 
may be described as “Angel” or “Madonna,” 
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father as “‘the best, wisest man in the world.” 
Some patients have insight into this idealiza- 
tion and say, “This is the way I would like 
them to be and therefore I think of them 
like this.” Some patients are depressed about 
their loss of home, and many are guilty 
about having left their parents. In this re- 
gard, some of the depressive reactions could 
be considered as delayed grief reactions, pre- 
cipitated by feelings of guilt. However, in 
others the reactive elements to the present 
situation are of more importance, having to 
do with the dynamics of frustration and hos- 
tility. The losses of home may be actual, or 
more imaginary resulting from the idealized 
retrospection. Many patients, especially dur- 
ing their adolescence, had wished to leave 
their homes at one time or another prior 
to the onset of war. Their removal to Ger- 
many did not arouse much guilt, as they 
were not responsible, but the decision to go 
to Canada, which they made voluntarily, 
brings back the old unconscious rebellion to 
the parents and thus arouses guilt. 

This is a brief outline of the psychological 
consequences of mobility. I would like to 
point out, next, some of the important dif- 
ferences between the character of mobility 
in the displaced person as compared to the 
ordinary, prewar immigrant. These differ- 
ences exaggerate the consequences of mo- 
bility in the displaced person, making it a 
more severe psychological experience. 

(a) Motivation to Emigrate.—The usual 
immigrant has left his country of origin 
voluntarily, though possibly under some 
economic pressure(4, p. 53.f). On the other 
hand, the displaced person is an involuntary 
migrant who leaves his country for political, 
religious, and other enforced reasons. Thus 
the motivation of the displaced person to 
emigrate is negative rather than positive— 
he is oriented primarily in terms of leaving. 
This will naturally have an important bear- 
ing upon his attitude toward the country to 
which he immigrates. 

(b) The Increased Degree of Vertical 
Mobility—In comparison to the ordinary 
migrant who moved horizontally and retained 
his social status, the displaced person almost 
inevitably undergoes marked vertical mo- 
bility downwards on immigration. This is 


important only to a minor degree because of 


the humiliation that might be involved, for 
the person is undergoing a more radical 
change. Vertical mobility from one social 
class to another represents a more severe 
displacement in western culture than does 
horizontal mobility. As Mannheim has said, 
“Vertical mobility is the decisive factor in 
making persons uncertain and sceptical of 
their traditional view of their world’ (6, 
p. 6). 

(c) Whereas the ordinary immigrant 
usually undergoes only one incident of hori- 
zontal mobility, the displaced person has 
usually undergone either repeated horizontal 
and vertical mobility or the equivalent—oc- 
cupation of his maternal culture by different 
cultural groups. An example of this last are 
the Balts who were occupied in succession 
by the Russians, the Germans, and again the 
Russians. Such a situation will, understand- 
ably, further accentuate the psychological 
consequences of mobility as touched upon 
briefly above, particularly the acute aware- 
ness of the relativity of accepted norms. 

(d) Destruction of, or Crucial Changes 
in, Culture of Origin—Associated with the 
voluntary character of mobility in the usual 
immigrant, is the fact that he can always 
feel that he may return home. This does not 
mean only physical return. In the face of 
transition from one culture to another, the 
immigrant, who brought with him the valid 
and stable system of values from his home- 
land, is more secure psychologically than the 
D.P. Settling usually in or near an ethnic 
colony, the immigrant may have the assis- 
tance of partially integrated countrymen 
who interpret the new culture to him and 
provide him with some orientation. The 
displaced person cannot return physically ;° 
and, in addition to this physical rootless- 
ness, there is also the psychological rootless- 
ness—the awareness that the social norms 
and values he believed in at home have been 
destroyed, whether or not he actually wit- 
nessed the destruction. The D.P.s, scat- 
tered across the country, tend not to relate 
themselves closely to the already established 
ethnic colonies. At the same time because of 
their background, the distance between them 

5 Which is associated with a “necessity for un- 
acceptance of the new culture”(10, 
p. 31). 
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and ordinary immigrants is almost as great 
as their distance from Canadians. It is 
interesting to note, with respect to the prob- 
lem of physical and psychological rootless- 
ness, that the author has observed several 
ordinary immigrants who have been con- 
fronted with the same psychological problem 
as the D.P., subsequent to a cultural revolu- 
tion in their homeland. 

The inability to return and the problem of 
home brings the question of nostalgia to our 
attention. J. Hoefer, as early as 1678, gave 
an excellent description of the psychological 
and physiological phenomena associated with 
homesickness—melancholia, insomnia, ano- 
rexia, weakness, anxiety, palpitations of the 
heart, smothering sensations, etc.(5, p. 106). 
Frost’s report(3) is also concerned with the 
consequences of homesickness. 

(e) The displaced person’s mobility has 
taken place under especially chaotic circum- 
stances, which again further accentuate the 
severity of the experience from the point of 
view of value shift. “In contradistinction 
to the gradual, orderly, and voluntary char- 
acter of migration and mobility in normal 
times, catastrophes render these processes 
sudden, violent, chaotic, largely involuntary, 
and essentially tragic” (13, p. 106). 

(f{) Exposure to Severe Stresses —All pa- 
tients in this series and many of the “nor- 
mals” had been exposed to considerable 
stress extending in some of them over a 
period of 10 years, and marked by repeated 
separate incidents of considerable severity. 
From this point of view, it is possible to 
interpret several of the patients’ reactions as 
“posttraumatic neuroses” occurring against 
the background of migration(9). 


SUMMARY 


1. Clinical findings in the psychiatric study 
and treatment of 48 displaced persons have 
been described. 

2. The two phases of the psychological 


reactions following arrival have been out- 
lined. Common features in the symptom- 
atology of these reactions have been de- 
scribed : suspiciousness and paranoid trends ; 
co-existence of anxiety and depression; so- 
matic reactions. 

3. These findings have been discussed 
briefly with an emphasis upon the psycho- 
social dynamics of mobility. A concluding 
statement of the differences between the dis- 
placed persons and the ordinary prewar im- 
migrant has been made. 
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OBJECTIVE EVALUATION OF PERSONALITY TESTS 
JOSEPH ZUBIN, Pu. D.,2 New York, N. Y. 


Progress in scientific use of tests has al- 
ways lagged behind advances in clinical prac- 
tice. This held true of intelligence tests in 
the last generation and now holds true even 
more of personality tests. This lag, how- 
ever, is not limited to the clinical field. In- 
tuitive insights nearly always precede scien- 
tific confirmation, just as shock troops always 
precede the regular army in establishing 
beach heads. Nevertheless, the status of a 
science is judged not by its still unestablished 
intuitions or theoretical formulations, but by 
the consolidated gains of its technicians, in 
the same way that final victory in war is at- 
tained not by the initial attack, but by mop- 
ping up activities and the establishment of 
law and order in a conquered territory. Re- 
gardless of the brilliance of the original 
intuitive hunch, empirical verification is the 
foundation stone on which science rests. 
Bleuler and Ziehen and others before them 
had evaluated intelligence in patients long 
before Binet, but if we had nothing more 
than Bleuler’s case histories to lean on, evalu- 
ation of intelligence today would be severely 
handicapped. 

The popularity of personality tests in the 
clinical field is one of the outstanding charac- 
teristics of the American scene. Personality 
tests of the projective variety—Rorschach, 
TAT, and so forth—are now standard 
laboratory tests in most clinics, are admin- 
istered routinely in pre- and posttreatment 
procedures in psychotherapy as well as soma- 
totherapy. It should be borne in mind, how- 
ever, that the Rorschach test was not re- 
ceived as warmly everywhere. In prewar 
Germany (1921) when Roemer(1) tried to 
introduce it at the meeting of the Association 
of German Psychologists, it was summarily 
dismissed by William Stern on the grounds 
that the test was not sufficiently scientific, 
and as a result it played no important role 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
1-5, 1950. 

2New York Psychiatric Institute, 
University. 


Columbia 


in Germany until the present American oc- 
cupation. 

More recently, Manfred Bleuler(2), who 
learned the test from Hermann Rorschach 
himself, in describing the attitude towards 
the test in Switzerland states that, according 
to the literature, the test enthusiasts seem to 
outnumber their opponents ; clinicians, how- 
ever, carry on their work without benefit of 
tests, either because they consider them 
superfluous, or because they are unac- 
quainted with them, or because they reject 
them as potential sources of error. 

In our own country, too, the verdict re- 
garding projective tests is far from unani- 
mous. Laying aside the objection arising 
from the misuse of the test there are some 
fundamental difficulties which the test is 
facing. When one examines a Rorschach 
protocol and interpretation dispassionately, 
two types of material emerge: (1) material 
that reflects psychopathological behavior di- 
rectly and (2) material that must undergo 
interpretation before its psychopathological 
meaning is attained. One can readily point 
to a dozen well-known psychopathological 
characteristics of schizophrenics that the 
test reflects directly : rejection tendency, con- 
fabulation, bizarre thinking, incongruities, 
flights of fancy, perseverations, stereotypy, 
confusion, compulsive behavior, poverty of 
ideas, vagueness, rigidity, and loss of auto- 
criticism. A good clinician uses these criteria 
in the diagnosis of schizophrenia, and their 
direct reflection in the test is of clinical value 
since it affords a systematic framework for 
their detection. The elements that Rorschach 
introduced over and above the already well- 
known psychopathological characteristics : 
form, color, shading, movement, and so forth, 
have unfortunately never been scientifically 
validated. The alteration of these determi- 
nants by perseveration or confabulation, etc., 
can perhaps be accepted as a manifestation 
of schizophrenia. But the basic significance 
of these determinants (that color under cer- 
tain circumstances reflects emotion, or shad- 
ing depression) rests solidly on intuition but 
not on science. 
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Despite the widespread use of the Ror- 
schach there is hardly one good-sized study 
dealing with the empirical verification of the 
usefulness of the tests, its reliability and 
validity. To be sure, there are the clinical 
testimonials, the blind analyses, the matching 
experiments, and the comparison of “signs” 
and similar techniques devised to demon- 
strate that the test is useful. Nevertheless, 
these approaches can at best be only auxiliary 
rather than basic in proving the worth of the 
test. The fact that a blind analysis was suc- 
cessful does not reveal why and how it was 
successful. Besides, we usually hear only of 
the successful cases. The unsuccessful ap- 
parently go unreported. Matching of per- 
sonality sketches with test performances is 
again too global to permit further analyses 
of the basis of the matching. Furthermore, 
it is difficult to determine where the test re- 
sults leave off and the personality of the ex- 
aminer enters into the results. A consider- 
able number of statistically controlled studies 
have turned out negative and still a greater 
number of individual case studies turn out 
to be either negative or non-contributory to 
clinical insight. Even in confirmatory results 
one is never sure of the degree of conscious 
or unconscious collusion between test re- 
sults and final clinical judgment. In view 
of these difficulties what can the scientist do 
about determining the basic worth of per- 
sonality tests—their limitations as well as 
their virtues? 

Let us first classify the major types of per- 
sonality tests. There are three varieties: 
personality inventories, projective tech- 
niques, and expressive movement techniques. 

Personality inventories were the first to 
attract attention in the last few decades. The 
usefulness of these personality inventories 
as screening procedures for the war effort 
is now a matter of history. Such success can- 
not but help to renew faith in psychoneurotic 
inventories even in the hearts of those who 
witnessed the debacle of these same inven- 
tories after World War I. Is there any better 
prospect for their success now? In order to 
answer this question adequately one must 
distinguish between the use of inventories 
for screening purposes and their use for 
diagnostic purposes. It should be remem- 
bered that only as screens have these inven- 


tories proved successful. In order to render 
them useful for diagnostic purposes their 
construction and evaluation must be seriously 
modified. 

One outstanding shortcoming in the 
present-day construction of these tests is 
the method of item validation. By eliminat- 
ing all the items that fail to differentiate 
the normals from the abnormals, the ques- 
tionnaire becomes an inventory of liabilities 
only, while the assets of an individual are 
not given as great an opportunity to emerge 
in the total score. Even the most adjusted 
personality may show a few quirks, and a 
test aimed at revealing quirks only will not 
be as useful for individual diagnosis as a test 
that permits both the positive and the neg- 
ative elements of the personality to appear 
in the final constellation. Methods of pattern 
analysis for scoring inventories in which lia- 
bilities as well as assets are included must 
eventually replace present-day scoring, if the 
inventory is to survive as a diagnostic aid, 
and not remain a subclinical tool. 

One outgrowth of the use of psycho- 
neurotic inventories has been the introduc- 
tion of rating scales for evaluating the status 
of patients for diagnostic and prognostic 
purposes as well as an index of change fol- 
lowing application of therapeutic methods. 
In the diagnostic field, Father Moore(3), 
Phyllis Wittman(4), and others have ap- 
plied rating scales to mental patients with 
notable success. Father Moore was able to 
demonstrate that the well-known nosological 
psychiatric categories could be rediscovered 
and placed on a surer footing by means of 
factor analysis. More recently the method 
has been applied by Peters(5), Malamud 
(6), Wittenborn (7), and others to evaluate 
preoperative and postoperative character- 
istics of patients and their changes. Helpful 
as these techniques are, it is to be regretted 
that they depend upon rating of items that 
are not clearly defined in the hands of per- 
sonnel not always adequately trained. The 
application of statistical techniques to data 
of this nature is bound to yield a harvest of 
ill-founded results. It would be highly de- 
sirable to develop a basic-English rating 
scale, as Peters has done, that could be ap- 
plied to the behavior of mental patients. It 
might perhaps be well to borrow a page out 
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of Kinsey’s methodology and develop con- 
trolled interview techniques for the fields of 
anxiety, compulsive behavior, etc., in the 
same way that he has developed them for the 
field of psychosexual development. A survey 
of the anxieties, phobias, compulsions, yes, 
even delusions of the American population 
might give us a set of norms against which 
deviant pathology could be more readily eval- 
uated. 

There are at present several major cur- 
rents in the field of personality test evaluation 
that are impinging on clinical practice and 
would, therefore, be of primary interest, not 
only to clinicians, but also to those who are 
interested in the scientific study of person- 
ality for its own sake. 

The first deals with methodological mat- 
ters. Here we have on the one hand a con- 
certed effort to objectify and quantify the 
scoring procedures used in present-day clin- 
ical tools and on the other hand a definite 
attempt to develop simpler and more direct 
derivatives of the classic projective tests. 
This not only applies to actual tests, but it 
has also been applied to the clinical interview 
itself. Perhaps the most dramatic innovation 
in the field of methodological approaches is 
that of the O.S.S. in providing life situations 
in which to test individuals’ basic personality 
and style of life. 

The second major area in which consider- 
able activity is now taking place is the area 
of validation. Here, on the one hand, we 
have studies of childhood and adolescence 
when personality is developing and degree 
of maturation can serve as a criterion, and 
on the other hand, pre- and posttherapy 
studies of patients undergoing psychotherapy, 
psychosurgery, and other somatic and non- 
somatic therapies where rapid and recog- 
nizable alterations of personality can serve 
as a criterion. 

The third of these areas deals with the 
search for a rationale for personality tests. 
Two trends are noted: 

The first of these deals with the analysis 
of the relation between perception and per- 
sonality. This in general is an attempt to 
provide a link between such tests as the 
Rorschach and other projective techniques 
and the underlying postulate that perception 
in some way reflects underlying personality. 


The other approach to a theoretical ration- 
ale for personality evaluation stems from 
rating scale and questionnaire studies and 
factor analysis methods. The general ap- 
proach here deals with a classification of the 
types of responses made by patients, de- 
scriptions made by clinical observers of these 
patients, and the treatment of the results of 
such ratings by means of statistical methods 
calculated to bring out the underlying fac- 
tors. Such analyses may help to explain the 
patient’s personality and provide a better 
classification scheme or personality descrip- 
tion. 

The clinical rationale for the use of pro- 
jective techniques probably stems from the 
early observations of Kraepelin that what pa- 
tients do is not as important as how they do 
it. Since nearly every type of human be- 
havior may lend itself to a study of the how 
as well as the what, the potential number of 
projective techniques is infinite (and their 
number is fast approaching that quantity !). 
Certain modalities of behavior, however, 
have proved more useful for projective pur- 
poses than others. 

Visual perception lends itself to close scru- 
tiny both on the stimulus side as well as on 
the response side and the majority of pro- 
jective techniques depend largely on this mo- 
dality. Despite the fact that visual perception 
is one of the oldest research fields in psy- 
chology, little if any integration has been 
effected between projective techniques and 
experimental studies of visual perception. 

Experimental psychology has limited itself 
in the past largely to the study of the stimulus 
and the effect of stimulus variation on re- 
sponse. Variation in response to the same 
stimulus was regarded as a stumbling block 
to be removed by more rigorous control of 
stimulus conditions. In the wake of Ror- 
schach’s stress on individual differences in 
visual perception, and even earlier, Bartlett 
and many other experimentalists began to 
study the more complex perceptual phenom- 
ena that permit the personality of the per- 
ceiver to affect the resulting percept. 

The role of personality in the perceptual 
process may be brought into greater relief 
by Kluever’s formulation(8) of the three as- 
pects of perception. Visual perception, or 
more correctly, optical perception since the 
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movement of the eyeball and the musculature 
of the eye are probably also involved in the 
percepts, may be described as consisting of 
three processes or elements. The final per- 
cept will depend on (1) the complex of ex- 
ternal stimuli, the retinal image, or what 
Koffka has called the proximate stimulus ; 
(2) the Gestalt disposition, that is the ten- 
dency to structure the complex of external 
stimuli into figure ground relationships, 
whole vs. parts, etc.; and (3) stimulation of 
the cortex from other sources at the time that 
the retinal image under discussion impinges 
upon the cortex. On this third level, anxiety, 
fears, needs, mental sets including inhibitory 
processes, facilitating processes, higher and 
lower levels of mentation, etc., become in- 
corporated into the final percept, and in this 
way personality variables modify perception. 

The scoring systems of present-day pro- 
jective techniques are notoriously in need of 
greater objectivity and specificity. At least 
two directions may be traced in the objec- 
tification of these variables. First is the at- 
tempt to conserve the present tools and pro- 
vide scales for quantifying and objectifying 
the clinically useful methods of scoring now 
in vogue. Second is the attempt to resolve 
the complex tests into their components to 
the end that the simpler tasks could be scored 
more directly and more objectively. 

These objective scales were developed as 
follows. After surveying the field of Ror- 
schach scoring, signs, and qualitative evalu- 
ations it was found that 50 to 60 different 
dimensions had been utilized by clinicians 
from time to time. A scale(g) was prepared 
for rating each dimension on a continuum 
from zero to 4. These scales were anchored 
with examples at each end of the scale. 
Whenever quantification was not possible, 
simple categorization was utilized. By provid- 
ing an objective framework for cataloguing 
and classifying Rorschach responses, for ex- 
ample, the work of interpretation was not 
made less dependent on intuition but this in- 
tuition could now play against a solid frame- 
work of objective facts rather than against a 
fragile, nebulous framework of clinically 
scored Rorschach factors. This does not re- 
move the need for many years of experience 
and much exposure to Rorschach methodol- 
ogy, but it does provide the clinician as well 
as the research worker with a series of scores 


on recognizable variables that can then be 
manipulated either atomistically or in a molar 
fashion in patterns, to determine the type of 
personality that gave rise to the particular 
record. 

In applying this method, every response 
is scored on each one of the 50 scales. Thus 
the response (Bat) may have a rating of 
4 on the W scale, 2 on the D scale, 4 on 
the F scale, etc. The mean for each scale is 
computed as a first step in the evaluation of 
the record. Then patterns of ratings are 
tabulated until the most significant findings 
of the record become available. At present 
the system is used for research only, but as 
the method develops and the number of 
scales is reduced and the clinical significance 
of the findings is established, it may become 
a useful clinical tool. 

Similar scales have been provided for the 
evaluation of expressive techniques such as 
handwriting specimens(10) and for evalu- 
ating performance on the Bender-Visual- 
Motor Gestalt Test(11), Mosaic Test, Word 
Association Test, Incomplete Sentence, TAT, 
etc. An incidental advantage of such rating 
scales stems from the fact that they provide 
a framework for the intercorrelation of re- 
sults obtained from various personality tests. 
Most of these scaling devices are at present, 
however, research tools only, since to utilize 
them regularly in the clinic would involve 
many hours of scoring and evaluation. 

In order to answer the everyday demands 
of the clinic a new type of attack on these 
tests had to be provided. This attack con- 
sists of reducing the complex stimuli of each 
of the major techniques into its components. 
In the Rorschach Test, for example, the ap- 
proach is made from the point of view of 
the factors in the cards that account for the 
particular contours of the percept, i.e., what 
combination of contrasting effects accounts 
for the particular figures that emerge in the 
percept. There are the following possibili- 
ties: contours have been regarded as due to 
a sudden change in chiaroscuro or brilliance 
gradients ; secondly, they may be produced 
by the juxtaposition of two contrasted colors 
or hues; thirdly, they may be produced by 
black-white contrasts, that is, by uniform 
black against uniform white. They may also 
emerge from gradients in saturation. By 
providing special tests in which the contours 
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are directly attributable to each of these par- 
ticular contrasts we can study experiment- 
ally each of these factors to note their in- 
fluence on the emerging percept. The Levy 
Movement Blots(9) have been made for the 
purpose of eliciting movement responses by 
producing contours that emerge from sudden 
chiaroscuro effects, that is, sudden alteration 
in the gradient of brilliance. In a similar 
fashion a “color cut-out” test has been pre- 
pared for measuring responsiveness to color 
and chiaroscuro in which the contours emerge 
either from the juxtaposition of colors or 
from chiaroscuro effects within black or white 
areas or within the colors themselves. Each 
one of these blots is rated according to the 
prevalence of contours and in accordance 
with the basic factors that produced the con- 
tours. The final percept is rated according 
to the usual determinants. Thus far these 
tests are still in the experimental stage and 
only two or three of them have been pre- 
pared, namely the movement blots, the color 
cut-outs, and the black-white contour cards. 
Still to be prepared are vista cards and tex- 
ture cards. Each of them, however, does 
seem to yield interesting differentials between 
patients and normals as well as develop- 
mental gradients in children. 

A third approach to the problem of cre- 
ating more objective and more specific tests 
is through tachistoscopic exposure. This 
utilizes the well-known principle that am- 
biguity and formlessness can be created even 
in a well-defined visual form by shortening 
the exposure time. Earlier investigators have 
tried to study the visual perceptual process 
itself by tachistoscopic exposure. But per- 
sonality factors in visual perception may also 
reveal themselves in tachistoscopic studies. 
The tachistoscopic method is exemplified by 
anew approach to the word association tech- 
nique. 

In the usual word-association approach the 
response of the individual to the stimulus- 
word is the most important item to be studied, 
examined, and classified. In contrast with 
this approach the new tachistoscopic method 
centers upon the stimulus-word rather than 
upon the response-word. It is the stimulus- 
word itself that sets off the complex-bound 
association, while the response-word itself 
may be simply incidental and is of value only 


insofar as it may reveal blocking, clang as- 
sociations, or other aspects of behavior that 
are tell-tale of an emotional response to 
the stimulus-word. Stimulus-words, selected 
either from the case history or from a gen- 
eral list of words that are calculated to give 
rise to emotionally toned associations, are 
presented tachistoscopically at very short ex- 
posure times (1/100 to 1/2 of a second) 
and the following objective measures are 
utilized in the evaluation of the response: 
First, the exposure time required for cor- 
rect recognition of the stimulus-word is 
noted. Secondly, the type of misrecognition 
that occurs in the pre-solution stage before 
the final correct recognition becomes avail- 
able is noted. Much of this work has been 
done by Bartlett(12) and more recently by 
Brunner and Postman(13) and in the re- 
cent Columbia Greystone study(14). It 
seems quite promising as a new approach to 
the understanding of the perceptual process 
in relation to personality. 

Despite progress in objectifying diagnos- 
tic methods, very little progress has been 
made in understanding the utilization of 
these methods in the final diagnostic con- 
clusion. No amount of objectification can 
replace the necessary intuition still required 
for combining the syndrome of test and in- 
terview results into a final diagnosis of the 
illness. The process of intuition itself is still 
beyond our ken. To be sure, psychoanalysis 
sometimes releases the tensions of the ex- 
aminer to the point where he can permit his 
intuitive skill to operate more effectively, 
but this does not help in identifying the in- 
tuitive process. Anecdotal reports on the im- 
portance of the personality of the examiner 
are quite prevalent. 


For example, in a recent screening of candidates 
for a graduate school all the tests as well as 
examiners save one failed to detect a psychopathic 
trend in one of the candidates. The one examiner 
who felt very strongly that the candidate should not 
be accepted described later how he arrived at his de- 
cision. This examiner is a very short man of 
slight build whereas all the other examiners were 
at least average or above in height and weight. He 
reported that psychopathic individuals who refrain 
from blustering and showing their hidden aggres- 
sion before the physically more impressive exami- 
ners are so totally unimpressed by his size that they 
give vent to these trends quite openly. That this 
clinician’s judgment was correct was borne out 
by the subsequent behavior of the candidate. 
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Perhaps a beginning can be made in the 
analysis of intuition by examining the ex- 
aminer himself. If the standard error of the 
examiner can be determined, the standard 
error of the test will be more predictable. 

The validation of projective techniques is 
proceeding along three major lines. The 
older method of contrasting groups of pa- 
tients and normals and of different cate- 
gories of patients or of normals is still the 
most prevalent method, but it suffers from 
the fact that the contrasted groups usually 
contain overlapping boundaries. Further- 
more, group studies cannot serve as a basis 
for understanding the individual. An inter- 
esting example of such studies is afforded 
by the attempts to determine the relationship 
between the M response and creativity. Such 
a series of studies has been conducted by 
Grace O’Neil under the general guidance of 
Dr. David M. Levy and the present author. 
Graduate students rated as creative by their 
major professors were contrasted with other 
graduate students whose creativity was rated 
as rather low but who nevertheless were of 
the same intellectual level as the others. This 
was done in the department of English and 
mathematical statistics. Neither the Ror- 
schach M nor the Levy Movement Blot score 
differentiated between the “creative” and 
“noncreative.” Rust(15) found similarly 
that the movement response to the Movement 
Blots failed to differentiate between artisti- 
cally creative and noncreative children, and 
Dorothy Park at Meredith College obtained 
similarly negative results in comparing cre- 
ative and noncreative art students. Our cri- 
teria of creativity may be poor, but thus far 
all attempts at catching this elusive relation- 
ship between M and creativity have failed. 
Corroborative evidence for the absence of 
such a relationship is afforded by the studies 
of Anne Roe(16). 

In the development method, the growth of 
a given function such as the M response with 
age is studied. In this manner it has been 
determined that M response seems to reach 
its full growth by age 8, and that responsive- 
ness to shading follows after the growth of 
the color response, and grows differentially 
in the two sexes(9Q). 

The third approach to validation stems 
from pre- and posttherapy evaluations of pa- 
tients. The widespread use of tests for se- 


lection and screening of patients for psycho- 
therapy and somatotherapy and the post- 
treatment testing of such patients has pro- 
vided an opportunity for testing out the 
claims of many instruments. Only one ex- 
ample can be cited in the time available. In 
the recent Columbia-Greystone Study of 
Frontal Lobe Ablations(17) pre- and post- 
operative studies were made of patients on 
some 35 tests. Nearly all the psychological 
tests failed to show any decrements as a re- 
sult of the operation. In general, the perfor- 
mance of patients improved in proportion to 
the drop in their anxiety. The standard scor- 
ing of the Rorschach Test, however, failed to 
show any correspondence with drop in anx- 
iety except with regard to reaction time, 
which decreased. A psychometric evaluation 
of the results by means of the objective rat- 
ing scales described earlier in this paper 
yielded interesting statistically significant dif- 
ferences. Three pairs of patients were se- 
lected, each pair consisting of one individual 
who decreased in anxiety and one who in- 
creased in anxiety after operation. The judg- 
ment of loss and gain in anxiety was based 
on psychological interviewing by means of 
anchored scaling devices and on the judg- 
ment of the psychiatrist. Only those patients 
in whom the two criteria concurred were se- 
lected. The results indicated that perception 
of movement of whatever variety, regardless 
of whether it was accompanied by empathy, 
correlated positively with anxiety, rising 
when the anxiety level rose and dropping 
when the anxiety level fell. The degree of 
tentativeness or insecurity in giving responses 
also correlated positively with anxiety. The 
following variables showed only a unilateral 
relationship to anxiety levels, declining with 
a decline in anxiety but showing no corre- 
sponding rise with rise in anxiety level : sen- 
sitivity to chiaroscuro, anatomical responses, 
perception of animate objects, perception of 
objects with texture, and degree of self-ref- 
erence. The following variables also showed 
a unilateral but negative relationship with 
anxiety, showing increases as anxiety fell— 
accuracy of form perception and degree of 
congruity of the response. The statistical sig- 
nificance of these differences could be readily 
established since each patient could be ana- 
lyzed as a separate sample and the signifi- 
cance of the difference for each patient de- 
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termined. Only the variables that showed 
consistent changes from patient to patient 
were reported. 

Another recent trend is the attempt to find 
the basic components of personality through 
factor analysis of adjectives and phrases used 
in the description of personality. This at- 
tempt was begun by Father Moore in ab- 
normal psychology but more recently Cattell 
and Stephenson have continued the approach. 
In the recent symposium on Statistics for 
the Clinician(18) Stephenson reported an in- 
verted factor analysis (Q technique) of traits 
selected as a random sample from Jung’s 
inductive descriptions of personality. He 
emerged with introverted and extraverted 
types who furthermore had very definite at- 
titudes toward the extremes of their own 
type. By giving them the Szondi cards to 
evaluate in terms of likes and dislikes he 
found that the introverts disliked most the 
cards portraying apathy and shut-in qualities 
to a striking degree, while the extraverts 
disliked most those cards depicting obvious 
mania, Overexcitement, and exaggerated 
emotionality. 

Perhaps the greatest deficiency in clinical 
research with personality tests today is the 
absence of a “theoretical framework” for 
fitting the jigsaw pieces of available facts. 
Scientific progress does not consist of the 
accumulation of facts alone. We must pro- 
vide hypotheses on which to hang our facts, 
or resort to mechanical mnemonic systems 
for remembering these facts and the par- 
ticular situations in which they hold true. 
But before hypotheses, theories, and laws can 
be developed we must have concepts. Boyle’s 
hw is unthinkable without the concepts of 
volume, pressure, and temperature. The the- 
ory of gravitation would be impossible with- 
out the concepts of mass, velocity acceler- 
ition, and energy. What are the concepts 
that are emerging from the welter of data 
and observations in case history studies and 
dinical experimental investigations? At pres- 
tit it is perhaps foolhardy to suggest such 
concepts. Those that seem to be most useful 
in the field of objective personality tests are: 
(1) self, (2) intra-individual variability, and 
(3) conformity. 

A new concept that seems to be emerging 
a a result of the work in somatic therapy is 


the concept of emotional charge. Thus lobot- 
omized patients do not lose their compulsive 
trends, nor their memory of having been com- 
pulsive but merely feel less of an urge to 
carry them out. Schizophrenic patients still 
hear their hallucinatory voices after oper- 
ation but they are less urgent and less over- 
powering and finally fade out because of com- 
peting stimulation, whereas formerly the hal- 
lucinatory phenomena took precedence. Pa- 
tients suffering from intractable pain still 
feel their pain but it is no longer intractable 
and they can bear it. ECT patients do not 
lose their traumatic memories but have a 
raised threshold of the feeling of familiarity 
for them. Just how this new series of facts 
is to be conceptualized and integrated is still 
a question of the future. 

Techniques that can evaluate the emotional 
charge that a person possesses for a given 
situation may help in understanding the re- 
sults of projective techniques. 

There is need today for a catalogue of the 
various concepts now in vogue and their rela- 
tive usefulness in personality research. Per- 
haps an examination of these concepts on a 
factorial or logical basis may reveal their 
structure and potentialities. 


SUMMARY 


The final judgment that the scientist must 
perforce arrive at is that no objective eval- 
uation can now be made of personality tests 
because they have not yet attained the status 
of tests yielding specifically defined scores. 
As techniques for aiding in clinical judgment, 
they have proved their worth. As indepen- 
dent tests they are found wanting. 

The reason for their failing is that no two 
responses are ever sufficiently identical to be 
classified as equivalent. In order to evaluate 
responses some abstract dimensions must be 
provided. But insufficient theoretical frame- 
works have thus far been provided for ab- 
stracting the concrete :esponse. The present 
scoring systems are too concrete, too close to 
the original response, and not sufficiently ab- 
stracted to yield a measurable dimension of 
behavior. When the personality tests yield 
abstract scorable dimensions of the variety 
that the physicist finds when he abstracts 
from a given concrete object its weight, tem- 
perature, volume, etc., we shall be able to 
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make more headway. To those who say that 
no such measures will ever be possible, let 
me point out this allegory: The ancient Bab- 
ylonians and Egyptians in the dawn of his- 
tory had no thermometers but they did eval- 
uate temperature concretely in terms of the 
heat of fire, and the heat of summer and cold 
of winter. They had a scale ranging from the 
heat of fire, through the hottest day of sum- 
mer to the coldest day of winter. This scale 
obtained until the thermometer was _ born. 
History does not record the reaction of the 
populace to the first thermometer, but I can 
conjure for you the following complaints 
about it: “You can’t measure such an im- 
ponderable characteristic as temperature—it 
is too global, too diffuse, too all-encompass- 
ing to yield its secret to that mercury stick. 
Besides, yesterday I perspired freely, today 
is relatively cool, but that thermometer regis- 
ters the same reading.”” Had the thermometer 
makers discarded their instrument at that 
point, science would have suffered a severe 
loss. Only by persevering with the ther- 
mometer did we discover the other factors 
that go into the global concept of subjective 
warmth. 

For this reason, scientists are providing 
rating scales for catching the essence of the 
concrete responses and for classifying these 
essences along proper dimensions. The virtue 
of these scales is that they reveal not only 
what types of responsiveness the patient ex- 
hibited, but also which type he failed to ex- 
hibit. Another solution that scientists are 
seeking is to reduce the personality tech- 
niques to simpler structure, and to utilize 
more specific direction for obtaining measur- 
able performance. 

Whether such approaches will eventually 
elevate projective techniques to the status of 
personality tests is still debatable. Some evi- 
dence, however, has been provided to show 
that scaling of variables and simplifications 
of test material lead to more precisely de- 
finable relationships with clinically observable 
variables. Whether these tests, even in their 
higher level of development, can replace clin- 


ical judgment, interviews, or examination is 
highly doubtful. But that they can be of 
greater helpfulness and of greater depend- 
ability is much to be hoped. 
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USES OF THE THEMATIC APPERCEPTION TEST * 
HENRY A. MURRAY, M.D., Pu. D., Camsrince, Mass. 


The choice of “projective techniques” as 
topic for the theoretical section at the 1950 
meeting of The American Psychiatric Asso- 
ciation is another heartening sign, an au- 
thoritative sign, of multiplying articulations 
of interest and purpose between practitioners 
of psychiatry and practitioners of psychol- 
ogy. It seems that the older and more vener- 
able of the two professions is today both 
secure enough and magnanimous enough to 
give the bumptious younger one an oppor- 
tunity to speak up and be heard. 

The choice of this topic also indicates, it 
seems to me, a mounting enthusiasm among 
psychiatrists for investigations of a strictly 
psychological sort, in addition to the ever- 
important researches of a physiological sort. 

I would be not a little embarrassed to de- 
vote, as I will now, all the allotted time to 
a test with which my name is sometimes 
linked, if this test were not a product of 
more brains than mine. The germinal sug- 
gestion for the TAT came from a brilliant 
student in abnormal psychology at Rad- 
cliffe, Mrs. Cecilia Roberts,? and, during 
the first phases of its development, much of 
the picture selection and picture drawing, the 
administration and interpretation, was done 
by Mrs. Christiana D. Morgan. Since then 
a host of ladies and gentlemen—Drs. White, 
Sanford, Tomkins, Bellak, Henry, Rapa- 
port, Stein, Rosenzweig, and others—have 
succeeded more than I have in shaping its 
character. 

This afternoon, with your tolerance, I 
shall assume the rdle of protagonist and, to 
sharpen the argument, put forth the pre- 
posterous proposition that the psychiatrist 
himself—particularly the psychoanalytically 
trained psychiatrist—should learn the simple 
art of administering and interpreting the 
TAT. 

My first reason for suggesting this is 
tinged with selfish prejudice. Having a cer- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
1-5, 1950. 

2 Now Mrs. Crane Brinton. 


2 


tain sentimental regard for the TAT, I am 
anxious that the young lady be given every 
opportunity for refinement and for the ex- 
hibition eventually of all her potential charms 
and talents. Without the aid of the psycho- 
analyst, this goal is scarcely attainable, be- 
cause not only is the analyst in the best rela- 
tional position to kindle the patient’s whole 
capacity for projective story-telling, but with 
the knowledge he acquires from free associa- 
tions and dream analyses, he, more than 
anyone, is capable of discriminating grain 
from chaff in the TAT stories, and thus of 
laying hold on the facts required for the 
construction of dependable principles of 
interpretation. 

Whatever peculiar virtue the TAT may 
have, if any, it will be found to reside, not, 
as some have assumed, in its power to mirror 
overt behavior or to communicate what the 
patient knows and is willing to tell, but 
rather in its capacity to reveal things that the 
patient is unwilling to tell or is unable to 
tell because he is unconscious of them. Since 
it is only the depth therapist who, in the 
regular course of his work, exposes compo- 
nents of the personality that have been un- | 
conscious to the patient, it is only the depth 
psychotherapist who is in a position to 
validate the most significant inferences 
drawn from the TAT stories. Thus, fur- 
ther straight-line progress in the develop- 
ment of this technique depends to a con- 
siderable extent on whether or not a few 
competent psychiatrists will decide that 
the TAT is a strategic instrument for ex- 
plorations of subterranean mental processes. 

More specifically and more cogently, I 
would recommend the use of this device at 
the start, in the middle, and at the end of 
courses of therapy, first of all as an aid in 
identifying suppressed and repressed dis- 
positions and conflicts, and in defining, as 
Bellak(1) has suggested, the nature ofthe 
patient’s resistances to these dispositions ; 
second as a therapeutic agent, since the 


_ stories, like dreams, provide admirable start- 


ing points for free associations; third as a 
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means of estimating the effects of therapy ; 
and fourth as an instrument of research, espe- 
cially in the psychosomatic disorders. 

Administration —Although the TAT is 
rarely administered as I believe it should be, 
the technique is very simple, if you happen 
to be the kind of person who is disposed to 
hearten people in their creative efforts. All 
you have to do is to recite a short paragraph 
of plain instructions and with an encouraging 
expression—I won't say a grin—hand the 
patient Picture No. 1. 

In order to prevent the much too common 
occurrence of more or less irrelevant reac- 
tions—such as mere descriptions of parts 
of the picture—we at the Harvard Clinic 
have adopted the practice of requesting the 
patient to examine the picture carefully for 
about 20 seconds and then to put it aside. 

Also, in order to facilitate the establish- 
ment in the patient of a single individual 
point of orientation through identification 
with a preferred figure, we ask him or her 
to choose a proper name for the chief charac- 
ter before proceeding with the story. 

It is often necessary, after the completion 
of the first story, to repeat some of the di- 
rections, explaining unambiguously to the 
patient that every story he tells must have 
a plot with a definite ending. But after 
this—except for an occasional guiding com- 
ment and some judicious praise—the ad- 
ministrator should not say anything until 
10 stories have been told and the hour is 
over. 

If properly “warmed up,” most subjects 
(instructed to devote about 5 minutes to 
each response) will tell stories that are 200 
words or more in length (as recorded, say, 
on a dictaphone). Although there are cer- 
tainly some psychotics and an occasional 
neurotic who cannot be induced under ordi- 
nary circumstances—say, without the ad- 
ministration of a drug—to tell stories of 
this length, or even to speak at all, we con- 
sider that to come out with stories averaging 
less than 200 words apiece usually indicates 
that the rapport between administrator and 
the patient and/or the “warming up” process 
were defective. 

At the moment we are testing the effec- 
tiveness of other directions given to the 
testee. Instead of asking for one long story, 


we request the subject to respond to each 
picture by presenting the outline of as many 
plots as possible. Although something is 
lost by this method, something is gained: 
we obtain about 70 themes instead of 20. 
It is too early to say whether, on the average, 
the gains outweigh the losses. 

Test Material—Physically speaking, as 
some of you may know, the TAT is no more 
nor less than a set of 19 pictures and one 
blank card arranged in a definite order, 

The advantages of keeping the stimulus 
conditions of a test uniform—of presenting, 
say, an unchanging set of pictures in an 
unchanging sequence—are generally known 
and appreciated, No argument for this prin- 
ciple seems necessary today, despite the 
fact that the majority of TAT workers, as 
far as I can determine, have not seen fit to 
abide by it. 

Unless we accept this amount of stand- 
ardization it will not be possible to do what 
we so often want to do: compare the re- 
sponses of one subject, or of one class of 
subjects, or of one social group, with the 
responses of other subjects, classes, social 
groups. Every TAT worker knows that 
the kinds of responses—in this case, stories— 
that he gets are largely determined by the 
characteristics of the pictures. In order to 
raise the proportion, say, of homicidal and 
suicidal themes, one has only to introduce 
one new element in one picture—a gun lean- 
ing against a wall. 

In view of these weighty considerations, 
we TAT workers might be disposed to stick 
to the standard set of pictures, were it not 
that so many of us believe that some of these 
pictures are not as significantly provocative 
as they might be. We can hardly doubt, for 
example, that Thompson(4) is correct in 
stating that color increases the stimulating 
power of the pictures. The introduction of 
two or three abstract or symbolic pictures— 
less definite, less structured—might also im- 
prove the series. 

It is not unlikely that the deeper layers of 
fantasy would be more successfully invited 
by pictures that were less closely related to 
settings and personages of everyday Ameri- 
can life. A foreign landscape, a fairy tale 
scene, or an animal picture might arouse 
fewer defenses than do some of the pictures 
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now in use. Furthermore, as Shakow ® and 
others have pointed out, certain often-critical 
conditions—such as sibling rivalry, sepa- 
ration from a supporting person, and so 
forth—are not suggested by any of the pic- 
tures in the present collection. Finally, in 
order to avoid antagonizing subjects who 
have esthetic sensibilities, it is evident that 
several of the Harvard pictures must be re- 
drawn and all of them should be more satis- 
fyingly reproduced. 

Thus, we have two conflicting aims: One, 
to establish and agree to use a standard set 
of pictures, and two, to improve the present 
set. These aims, as I see them, can be 
reconciled only by delegating to an elected 
committee the responsibility of judging 
whether or not each new picture submitted 
for membership in the series is more effec- 
tive than the least effective picture in cur- 
rent use, 

In terms of what criteria should these 
judgments be made? In my opinion, the most 
readily obtainable criteria—length, vividness, 
and dramatic intensity of the stories—cri- 
teria proposed by Symonds(3), Thompson 
(4), and others are not at all dependable. 
What we really need to know is how much 
each picture commonly contributes to an un- 
derstanding of the patient’s latent, repressed, 
and unconscious dispositions. Since the TAT 
is not designed to exhibit the overt action- 
patterns of people, the possession by any 
picture of this kind of virtuosity is almost 
wholly irrelevant. If the TAT selection 
committee agrees with this opinion, the data 
they will require in appraising the effective- 
ness of any picture can be obtained only 
through an extensive stud¥ of the covert 
personalities of a large number of subjects 
who have taken the test. 

Besides an improved set of 20 or 30 
pictures for general use, I would strongly 
recommend several special sets, of 4 or 5 
pictures each, for testing the presence of 
specific dispositions or complexes. 

Constituents of TAT Stories —The ef- 
ficacy of the TAT, like that of most projec- 
tion tests, depends on the degree to which 
the following assumptions are valid: 

1. In characterizing the hero of a story 
and in portraying his actions and reactions, 


3 Personal communication. 


the storyteller will commonly utilize some 
of the components, conscious or unconscious, 
of his own past or present personality—for 
example, an assumption, an expectation, an 
idea, a feeling, an evaluation, a need, a 
plan, or a fantasy that he has experienced 
or entertained. 

2. In characterizing the other major fig- 
ures of a dramatic narrative and in por- 
traying their actions and reactions, the story- 
teller will commonly utilize some of the 
personality components (as he has apper- 
ceived them) of persons—such as parents, 
siblings, rivals, loved objects—with whom he 
has had, or is having, significant interactions, 

Not infrequently some of the depicted 
qualities and reactions of the other major 
characters will be derived from once-fan- 
tasied figures—inventions of the child’s im- 
agination—rather than from apperceptions 
of actual people; or they may be derived 
from aspects of the storyteller’s own person- 
ality (as in the first assumption). That is to 
say, the interactions in a story may involve 2 
different parts—two subsystems—of the sub- 
ject’s total self. 

3. In constructing the plot, describing the 
endeavors of the hero, his transactions with 
the other major figures, and the outcome 
and final consequences of these efforts and 
interactions, the storyteller will commonly 
utilize memory traces, conscious or uncon- 
scious, of some of the actual or fantasied 
events that have exerted a significant in- 
fluence on his development. 

Nofe that these are not only very modest 
assumptions, assumptions that have been 
made by generations of literary critics, but 
that they have been repeatedly demonstrated. 

According to the 3 stated propositions, only 
a fraction—as a rule a relatively small frac- 
tion—of the aggregate of words, phrases, 
and sentences that make up a set of stories 
represent important constituents (as defined 
above) of the patient’s past or present per- 
sonality. As a rule, most of the obtained ma- 
terial consists of statements that are not 
representative of anything that needs to be 
included in a formulation of his personality. 
In short, the larger fraction of the protocol 
is chaff; the smaller fraction, grain. The 
crucial question—how does one thresh out 
the grain from these stalks of stories—will 
be discussed shortly. - 
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The assumption that a set of TAT stories 
will contain a fair amount of grain—some- 
times a large amount of rich grain—cannot 
be verified by observing the subject’s be- 
havior in everyday life. The patterns of 
the imagination and the patterns of public 
conduct are more apt to be related by con- 
trast than by conformity. But the psychia- 
trist can prove to himself and others how 
much real grain is concealed in TAT stories 
by waiting a few months until he has ac- 
quired a great deal of information and feels 
thoroughly at home in his patient’s stream 
of consciousness. If then, at this later date, 
he examines the set of stories, with mind 
alert to every symbolic possibility, he will 
almost surely discover that a good deal of 
what he has learned during the course of 
the analysis is there, varyingly disguised, in 
the stories. 

Of course some important things, as Tom- 
kins(5) and Bellak(1) have pointed out, 
will not be found there. Two hours of story- 
telling is not enough to reveal all the im- 
portant potentialities of a person, and be- 
sides this, the ego has its defenses that 
operate even when self-consciousness is half- 
lost in the process of composing dramatic 
plots. 

If, say, in the middle of an analysis, the 
psychiatrist uses the critical elements and 
incidents in the stories as points of departure 
for free associations, and by tactful ques- 
tioning discovers the known sources of as 
many items as possible, and then adds this 
information to the knowledge he has al- 
ready acquired, he will usually find that the 
grain—that is, the significant personal refer- 
ences in the stories—can be assigned to one 
or more of the following periods of the life 
history. 

1. Testing Period—The TAT protocol 
is likely to include some indication of the 
patient’s apperception, appraisal, and reac- 
tion to the total testing situation and/or, 
more specifically, the administrator of the 
test. 

2. Current Period—Many of the TAT 
grains are straight or distorted representa- 
tions of constituents of what historians call 
the “specious present.” That is, they portray 
the patient’s evaluations, emotional reac- 
tions, and expectations in relation to the 


on-going course of events, the events that 
in the last days, weeks, or months have most 
frequently or intensely affected him. 

3. Past Periods—Of these the period of 
childhood is perhaps most important from a 
therapeutic standpoint. 

According to our experience almost all 
TAT protocols contain grains that can be 
interpreted as symbolic representations of 
childhood occurrences. I would be sur- 
prised if there is any traumatic event or 
complex known to child psychology that 
has not been found in some disguised form 
in TAT protocols. 

So much for the constituents of TAT 
stories and the periods of the life history 
from which they are commonly derived. 

Let us now turn to the as-yet-unsolved, 
or only partly solved, problem of how to pick 
the significant elements and forms out of a 
web of irrelevancies, when one’s knowledge 
of the patient’s past history and character 
is nil. 

Here I must be brief. Time is running out. 
The most dependable criteria, I submit, for 
distinguishing the relevant elements and 
forms in a set of stories are the following: 

1. Symbolic significance: 1.e., an element 
or thematic structure that resembles in some 
familiar way an element or theme that is 
known to be very commonly important in 
childhood. Here I am referring to plausible 
inferences based on our knowledge of the 
principles of dream interpretation. 

2. Repetition: i.e., an element or theme 
that recurs 3 or more times in the series of 
stories. 

3. Uniqueness: by referring to the set 
of norms recently published by Rosenzweig 
(2) the inexperienced interpreter can, for 
the first time, make use of this criterion. 

4. Interrelatedness: i.e., an element or 
theme that is known to be mutually related 
with an element or theme that has already 
been judged to be significant (according to 
one of the 3 above-listed criteria.) 

5. Subject’s self-involvement: i.e., indica- 
tions that the subject’s emotions—interests 
or defenses—were excited when mentioning 
a certain element, or during the entire com- 
position or part of it. 

So much for the huge subject of diag- 
nosis. 
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This brings me to the end of my allotted 
time and the end of the most condensed 
summary I could contrive of the Thematic 
Apperception Test and its uses. 
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THE PREDICTIVE VALUE OF THE BRIEF PSYCHIATRIC INTERVIEW ' 


CECIL L. WITTSON, M. D.,? Omana, Nes., 
AND 


WILLIAM A. HUNT, Pu. D.,’ Evanston, It. 


The importance of the psychiatric inter- 
view as a screening technique for the de- 
tection of personality maladjustments, and 
as a basis for prediction concerning the sub- 
ject’s ability to adjust to some special set of 
conditions such as military service, is attested 
to by its wide use. It was used extensively 
during World War II by military services 
and has been adopted as a standard procedure 
in military practice. Less well known, but 
equally important, is its use in civilian brief- 
contact clinics such as court clinics and edu- 
cational clinics. With the increasing interest 
in preventive mental hygiene and its appli- 
cation to community and social problems of 
all types we can expect the screening inter- 
view to continue as an important diagnostic 
and prognostic device. In view of its pop- 
ularity, however, relatively little attention 
has been given to the scientific investigation 
of its validity. 

Much of the criticism levied against it is 

~ based upon the supposed unreliability of psy- 
chiatric diagnostic categories. Whether or 
not the diagnostic categories currently in use 
in psychiatry are reliable (and there is evi- 
dence on both sides), the judgments ren- 
dered in a psychiatric screening interview 
are of a broader, more inclusive type. While 
specific psychiatrists may disagree in diag- 
nosing a specific case, one calling it “neuras- 
thenia,” another “anxiety neurosis,” and a 
third “schizophrenia” ; it is much easier for 
them to reach agreement on such general 
questions as, “Is this man maladjusted?”’, 
“Does he need therapy?”, and “Will he de- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

This study is part of a larger project subsidized 
by the Office of Naval Research under their policy 
of encouraging basic research. The opinions ex- 
pressed, however, are those of the individual authors 
and do not represent the opinions or policy of the 
naval service. 

2 Medical College, Univ. of Nebraska. 

8 Northwestern University. 
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compensate under certain predictable con- 
ditions?” It is broad questions of this nature 
that the psychiatric interview as a screening 
technique is designed to answer. The judg- 
ment rendered is one of current adjustment 
and future adaptability rather than specific 
assignment to some narrow diagnostic cate- 
gory. There is no reason to believe that such 
broad judgments cannot be made reliably 
and validly despite the current taxonomic 
problems that beset descriptive psychiatry. 

The experimental evidence in its favor is 
largely from military sources (i.e., 1, 6, 8). 
Such studies, owing to the exigencies of 
war, are often open to the criticism of small 
samplings and inefficient experimental design. 
One study under carefully controlled condi- 
tions finds its predictive efficiency in military 
screening slightly better than that of paper- 
and-pencil tests(7). Another study reports 
the psychiatric interview comparing well 
with psychological tests in predicting success 
in flying training (2). Indirect evidence of its 
validity can be found in a recent large-scale 
validation of naval neuropsychiatric selec- 
tion(4), since it was an important part of 
those selection procedures. 

The present study makes use of a “his- 
torico-experimental” method employed by the 
authors in other military research(4). Such 
a method is used in situations (as in research 
involving the assessing of military data) 
where in testing a hypothesis it is not possi- 
ble to set up controlled conditions in advance 
and then to follow the experimental popula- 
tion under these conditions. This was seldom 
possible during the war when military ex- 
pediency took precedence over scientific in- 
terest. The historico-experimental method 
is a “post hoc” method designed for use in 
answering a hypothesis set up sometime after 
the events in question actually took place. 
It involves the setting up of a hypothesis and 
the selection of an experimental design ad- 
equate to answer the hypothesis. History is 
then searched for some period during whicn 
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conditions were adequate to satisfy the de- 
mands of the experimental design selected. 
Data are then collected and used as a check 
upon the hypothesis. 

The general hypothesis proposed in the 
present study is that on the basis of a brief 
psychiatric interview judgments may be made 
concerning the amount of personality diffi- 
culty present in members of the group inter- 
viewed and that the validity of these judg- 
ments will be confirmed by the subsequent 
psychiatric histories of the members of the 
group. The experimental design demands 
that a large, representative group of indi- 
viduals be interviewed by a competent psy- 
chiatrist, and that on the basis of his inter- 
view he grade them in classes according to 
the severity of their symptomatology. An 
investigation of the group’s subsequent psy- 
chiatric history should reveal incidence rates 
of neuropsychiatric disability for the various 
classes in direct ratio to the severity of the 
symptomatology of the classes. In addition 
the incidence rate for any class should be in 
accord with the designation of that class, #.e., 
the subsequent rate of personality difficulties 
should be unquestionably high in a group 
labeled as “severe symptomatology.” 

The conditions necessary for this design 
existed at a naval receiving ship during the 
summer and fall of 1944.4 Men coming from 
previous duty were reassigned for new duty 
at this station. Part of the reassignment pro- 
cedure consisted of a vocational interview 
administered by rated specialists in the clas- 
sification department. If this placement in- 
terview revealed any suspicion of personality 
disorder, the suspected seaman was imme- 
diately referred to the attending psychia- 
trist for a brief psychiatric interview. As 
result of this interview the subjects were 
assigned to one of three categories and 
routed accordingly. The first category was 
symptomatology mild or nonexistent. These 
men were adjudged fit for general duty. 
The second category was moderate sympto- 
matology, fit for limited duty. These men 
were assigned 6 months’ shore duty as a 
therapeutic measure. The third category, 
severe symptomatology, resulted in immedi- 


4Our thanks are due Dr. Harold W. Williams, 
Cmdr., MC, USNR, for his part in collecting the 
psychiatric interview ratings. 


ate hospitalization at a facility where an 
intensive therapeutic program was available. 
Later it became possible to obtain the health 
records for 944 of the seamen thus classified. 
Their subsequent medical histories were fol- 
lowed for the course of one year. Each in- 
dividual health record was read and ab- 
stracted by a specialist trained in such work. 

As Table 1 reveals, the validity of the 
classification based on the brief psychiatric 
interview is established by the subsequent 
psychiatric histories of the men interviewed. 
Only 6.5% of those in the group with mild 


TABLE 1 


INCIDENCE OF SUBSEQUENT NEUROPSYCHIATRIC 
DiscHARGES AMONG MEN INTERVIEWED AND 
CLASSIFIED AS TO SEVERITY OF SyYMPTOM- 


ATOLOGY 
Subsequent NP discharges 
Classification of came No. % 
367 74 20.2 


or nonexistent symptomatology received 
neuropsychiatric discharges during the fol- 
lowing year, while 20.2% of the moderate 
group assigned to shore duty, and 89.7% of 
the severe group requiring hospitalization 
were so discharged. These differences are 
statistically reliable. Since the average navy 
neuropsychiatric discharge rate during this 
time was about 1.6% (5) the discharge rates 
reported above would appear to agree quali- 
tatively with the classification. An attrition 
rate of 6.5% fits the category “mild,” 20.2% 
fits the category “moderate,” particularly 
when one considers that these men subse- 
quently had the benefit of 6 months’ shore 
duty as a therapeutic measure; and a rate 
of 89.7% is certainly “severe” when one re- 
members that these men were given therapy 
during their hospitalization. 

The total number of cases reported in 
Table 1 is only 932. The 12 cases omitted 
from the table had been assigned a special 
category as a result of the psychiatric in- 
terview. They were adjudged “moderate,” 
but a further interview in 6 weeks was 
deemed advisable. This second interview 


never took place. The category is too small 
to warrant conclusions, but it is interesting to 
note that 5 or 41.7% of them were subse- 
quently discharged. 
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Incidental interest attaches to the fact that 
our subjects were all referred to the psy- 
chiatrist after a placement interview given 
by vocational specialists in the classification 
department. Since the subsequent attrition 
rate of the total group of 944 men was 15.6% 
(10 times the normal navy rate of 1.6% at 
that time), it would seem that these special- 
ists were capable of operating as a rough pre- 
liminary psychiatric screen. Unfortunately no 
formal control group from among those sea- 
men not referred to the psychiatrist is avail- 
able. 

An analysis was made of the relation of 
length of overseas duty to psychiatric dis- 
charge rate, but no differences appeared be- 
tween the discharged and those’completing 
service successfully. Among the cases dis- 
charged in each category there is a consistent 
tendency for cases with the diagnosis “psy- 
choneurosis, anxiety” to have had more over- 
seas duty than those discharged under other 
diagnoses, but the numbers are too small to 
allow conclusions. 


SUMMARY 


The validity of predictions based upon 
the brief psychiatric interview has often 
been challenged. The present study reports 
944 cases of naval personnel interviewed 
because of suspected neuropsychiatric symp- 
tomatology. On the basis of a brief psychi- 
atric interview, these cases were separated 
into 3 classes—mild symptoms, treatment 
not indicated; moderate symptoms, shore 
duty indicated; and severe symptoms, hos- 
pitalization indicated. The subsequent naval 
careers of these 944 men were studied for 
one year. The neuropsychiatric discharge 
rates for the 3 groups during that year were 
in accord with the original prediction. The 
“mild” group lost 6.5% for neuropsychiatric 
reasons, the “moderate” group 20.2%, the 
“severe” group 89.7%. These data demon- 
strate the validity of the brief interview as 
a classificatory procedure. 
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DISCUSSION 


CoMMANDER T. A. Harris (M.C.) U.S.N.—I 
feel sure it was a gratifying experience for all of 
us to hear of this scientifically designed study that 
offers validating support for the brief psychiatric 
interview. A distinct contribution has been made 
to the problem of the maintenance of effective man- 
power for the Armed Forces in time of war. 

Many psychiatrists have felt a real need for a 
scientifically controlled examination of their ef- 
forts in this connection to confirm a strong con- 
viction held by most that valid judgments can be 
made on the basis of a brief interview sensitized 
to well-defined and constructive aims. We con- 
tinue to see evidence of the hostility aroused by 
the frustration associated with the “NP problem” 
in the Armed Forces in the occasionally expressed 
opinion that psychiatrists made the problem rather 
than making any solid contributions toward its 
solution. The disturbing implication in this as 
far as I am concerned is the large sum of money 
that has been spent in research on personnel se- 
lection and classification with complete disregard 
for the psychiatric concomitants of these operations. 

A comparative study of the personnel statistics 
of World War I and II leads to the conclusion 
that the rising rate of the NP casualties or the 
so-called NP problem is in the main the result 
of two factors: one, the increasing stress associated 
with developments in modern warfare; the other, 
the utilization of progressively larger segments 
of the general population. With the advent of total 
mobilization in any future emergency the problem 
of effective manpower essential to the defense of the 
nation against all-out attacks may be expected, 
therefore, to present a challenge of astronomical 
proportions to psychiatry. And it is essential that 
we, organized psychiatry, project our concern over 
this possibility into a realistic consideration of ways 
and means of meeting the challenge. 

We should note that in the situation covered by 
this report the rough or initial screening was done 
by enlisted classification personnel. It is assumed 
that a rough orientation course was given this 
group since a few such courses in classification 
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techniques were operated in World War II. How- 
ever, the interesting point is that nonmedical per- 
sonnel were using information of a professional 
nature that had been explained to them and were 
performing a useful task on the basis of this in- 
formation. From the standpoint of preventive psy- 
chiatry and the reality of the magnitude of the 
mental hygiene problem in war, it seems obvious 
that our efforts in the training and utilization of 
nonmedical personnel must be greatly expanded. 
We are now in possession of insights with which 
we can sufficiently sensitize nonmedical personnel 
to the unique aspects of the brief interpersonal con- 
tact for the detection of early stress reactions. In 
this connection you will be interested to know that 
Dr. Hunt and Dr. Wittson, who have done as much 
or more research in the area of personnel selection 
than any others, have been asked by the Navy to 
prepare a manual on personnel selection based on 
their findings for use by nonmedical personnel. 
The authors referred to the criticism that has 
been made of the brief psychiatric interview based 
on the unreliability of psychiatric diagnostic cate- 
gories. They state correctly that the judgments 
rendered in a psychiatric screening interview are 


of a broader, more inclusive type. Now this is 
highly significant and again from the standpoint 
of prevention and mental hygiene clears away some 
of the confusion and uncertainty as to what is 
needed. In the situation the authors have reported, 
we have a psychiatrist with his office in a receiving 
station determining by a brief evaluation the amount 
or degree of stress that the psychiatrist felt the 
personality organization could withstand—realisti- 
cally limiting the evaluation to the three degrees 
of mild, moderate, and severe. It should be noted 
that these judgments were made in 1944, and we 
can presume therefore that the psychiatrist con- 
ducted his psychiatric interview from a conceptual 
framework that included at least some experiential 
awareness of the degree of stress operating on in- 
dividuals in the Navy. 

To those of us in the Armed Forces charged 
with the responsibility for planning now for to- 
morrow’s emergency, the appearance of a report 
such as this presented by Dr. Hunt and Dr. Wittson 
provides not only a measure of encouragement 
but also a source of direction in our search for 
solutions. 
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NARCOANALYSIS AND TRUTH ' 


FREDRICK C. REDLICH, M.D.,2 LEONARD J. RAVITZ, JR., M.D., 
AND 
GEORGE. H. DESSION, LL. D.* 
New Haven, Conn. 


INTRODUCTION 


The problem of ascertaining truth in courts 
of law with the aid of drugs has been re- 
cently dealt with in a very interesting report 
by Gerson and Victoroff(1), adding im- 
portant information to the earlier reports on 
this subject (House(2), Lorenz and Beck- 
man(3), and others). Gerson and Victoroff 
conducted interviews under the influence of 
intravenously administered sodium amytal to 
obtain confessions from soldier criminals 
who refused to admit their crimes, although 
“iron clad” evidence about the complicity 
and guilt of these individuals existed. Seven- 
teen psychopathic patients who had commit- 
ted various crimes were interviewed in a 
medical setting; 6 were compliant, the rest 
showed various degrees of resistance to the 
procedure. The content of the sodium amytal 
interview was not made available to the pros- 
ecuting authorities. Technique, difficulties, 
and the mechanisms of confession as well as 
the clinical and forensic problems involved 
were discussed and the authors concluded 
that it was necessary at times to check facts 
by reference to objective sources, because 
otherwise there was no way for the examiner 
to distinguish truth from fantasy ; the inter- 
viewed person was confused between what 
actually happened and what he thought or 
feared might have happened. Persistent, care- 
ful questioning can reduce the ambiguities 
but cannot eliminate them. On the basis of 
their conclusion that the validity of confessed 
material may be seriously limited by fantasies 
and delusions, they stress the limited value 
of the procedure as evidence in court. 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the 106th annual meeting of The Ameri- 
can Psychiatric Association, May 1-5, 1950. 

From the Department of Psychiatry and Mental 
Hygiene, Yale University School of Medicine. 

2 Professor of Psychiatry, Yale University School 
of Medicine. 

8 Lines Professor of Law, Yale Law School. 


586 


Ture EXPERIMENT 


It seemed to us that an experimental ap- 
proach to the problem would add to the valu- 
able explorations of Gerson and Victoroff. 
The purpose of our investigation was to de- 
termine whether individuals could maintain 
artificial lies in a sodium amytal interview. 
The following procedure, a modification of 
a technique used by H. A. Murray and as- 
sociates(4), was followed. 


Nine subjects were selected at random from a 
volunteer group of university students and profes- 
sional persons. From these individuals we obtained 
a life history in a nondirective fashion, enabling us 
to make a simple descriptive diagnosis. Although 
the 9 subjects were selected from a normal popu- 
lation, 6 showed definite evidence of neurotic be- 
havior. The subjects were asked to participate vol- 
untarily in “an interesting psychological experi- 
ment” and were briefly informed about the purpose 
and technique of the study. These subjects were 
asked to tell the first examiner the true story of one 
or several shame- or guilt-producing incidents of 
their lives. The subject then was asked to tell a 
“cover story,” ¢.g., to invent a story concealing or 
distorting the original incident, to the second ex- 
aminer who had been given only a title that would 
roughly characterize the true incident, e¢.g., “homo- 
sexual incident” or “incident with the plumber.” The 
second interviewer then conducted an interview 
while the subject, who was previously instructed to 
maintain his lies while the interviewer attempted to 
puncture them, received from 0.25 to 1.0 gm. sodium 
amytal intravenously. Usually the subjects were told 
casually to “stick to their cover stories if they 
could.” All interviews were recorded on magnetic 
wire. Only the period before the subject fell asleep 
was used for interviewing. The examiners main- 
tained in all interviews a friendly and detached 
manner of interviewing. Only occasionally in the 
sodium amytal interviews was a more coercive and 
suggestive method with “tricky” questions used, 
which incidentally never produced any positive 
results. 


As has been stated we were interested in 
whether narcoanalysis can establish truth and 
be admissible for court evidence and besides 
in the following questions: (1) What are the 
individual differences and _ psychological 
mechanisms of lying? (2) Which individuals 
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are able or unable to maintain cover stories? 
(3) What contributions can be made to the 
psychological mechanisms of confessions? 


OBSERVATIONS 


Although several guilt- and shame-produc- 
ing incidents were elicited from each subject 
only one of these incidents is briefly reported 
in order to avoid undue length of the pres- 
entation. In our opinion none of the subjects 
showed marked anxiety or tension before 
the experiment. All subjects had a fairly 
friendly relationship to both interviewers. 
With the exceptions of G. U. and S. S. who 
seemed eager, they were somewhat reluctant 
and embarrassed to talk about guilt-produc- 
ing incidents. 

A brief synopsis of subjects, incidents, 
cover stories and sodium amytal interviews 
follows: 


1. I. J., 25-year-old, single male architect ; 
brilliant individual with strong needs for 
achievement and great social consciousness. 
Level of anxiety and guilt judged normal; 
mood normal; no increased suggestibility. 


Incident.—The subject was supported during his 
studies by his parents who struggled hard to enable 
him to get his education. Much of his income was 
spent on supporting various left-wing political and 
cultural organizations of which he was an active 
member. The family knew of his political interest 
but did not know how he spent their money. 

Cover Story.—Subject had to give money to a 
friend whose girl needed an abortion, and used his 
parents’ money under a pretense. 

Sodium Amytal Interview.—Cover story main- 
tained. 

Comment.—The cover story does not betray the 
incident. Guilt and anxiety of the subject is indi- 
cated by using money for illegal operation. On the 
surface the cover story appears actually more guilt- 
producing than the original incident. The stable, 
well-integrated individual is able to maintain cover 
story. 


2. C. Y., 26-year-old, married female psy- 
chologist ; successful, energetic, ambitious ; 
suggestibility, anxiety, and guilt not in- 
creased ; mood normal. 


Incident—At a summer resort the subject ran 
into an old teacher, a man at least twice her age. 
Although not particularly attracted to him, she 
asked him to come to her room to have intercourse 
with her while intoxicated. Actually only mutual 
masturbation occurred during which the subject 
was not gratified and felt terribly disgusted after 
the act. 

Cover Story.—The subject met an old friend of 


her father’s who took her out for dinner and then 
invited her to his apartment. Although he tried 
to seduce her, she resisted and got away with “just 
a kiss.” The man’s behavior was extremely dis- 
illusioning and disappointing to her. 

Sodium Amytal Interview—Cover story essen- 
tially maintained. Subject elaborated on the dirty 
smelling apartment and the man’s beard which dis- 
gusted her. (Actually the man has no beard.) 

Comment.—In the cover story the teacher be- 
comes the friend of the father. Guilt results from 
incest fantasies with parental figure and the cover 
story reduces the subject’s guilt, partly by reducing 
her own active behavior to a passive role. Although 
feeling very guilty about this incident she was able 
to stand up well under sodium amytal because of 
her well-integrated personality. 


3. U. P., 24-year-old, single male graduate 
student; rather impulsive and aggressive; 
history of minor offenses; no evidence of 
marked anxiety and guilt ; no abnormal sug- 
gestibility. 


Incident—At about 10 years of age the subject 
lived near a neighbor whom he disliked because 
the man continually chased his cat. The subject 
and another boy decided to set fire to the neighbor’s 
tool shed, then hid in the brambles to watch it burn. 
He did not admit this incident except mentioning 
it years later to his parents. The guilt was increased 
when the neighbor died one year later from a 
cerebral accident. 

Cover Story.—A cruel neighbor used to torture 
his cat and refused the subject permission to play 
on his property. Once his tool shed caught fire. 
The subject described himself as completely inno- 
cent and resented that he was accused of being re- 
sponsible for the fire. His parents testified that 
he was in his own yard at the time of the fire, thus 
backing up his innocence. 

Sodium Amytal Interview.—Subject was quite 
emphatic and aggressive during the interview. He 
elaborated on how cruel the neighbor was and how 
the man disliked his cat. Becoming quite aggres- 
sive at this point, he clenched his fists and indicated 
that he would have liked to assault the neighbor. 
He stated that it would have been easy to set fire 
to the neighbor’s place, but did not admit it. 

Comment.—There was considerable projection of 
aggression in the cover story although the crime 
was not admitted. The parents whose opinion the 
subject feared became accomplices. The subject ad- 
mitted motivation for arson under sodium amytal 
but did not admit crime. 


4. U. R., 27-year-old, male married phy- 
sician ; steady, phlegmatic person ; no obvious 
anxiety or guilt ; suggestibility not increased. 


Incident—When the subject was 19 he stole 2 
books from the college library. He afterwards de- 
cided to buy some replacements for the college 
library but did not carry out this plan. 

Cover Story—When he was in his teens he ap- 
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propriated his father’s car for an evening’s outing 
without permission. 

Sodium Amytal Interview—Cover story main- 
tained. 

Comment.—The cover story is adequate as it 
deals with an identical offense, i.¢., stealing, and 
indicates guilt. The connections between the 2 
stories cannot be discerned. The cover story was 
maintained under sodium amytal. 


5. S. U., rigid, perfectionistic, compul- 
sive, 24-year-old, single male engineer with- 
out any overt anxiety or guilt; suggesti- 
bility low. 

Incident.—All cited incidents were very “harm- 
less.” When he was working on his uncle’s farm 
he received his social security card, lying that he 
was 18 years old while he was only 17. 

Cover Story.—( Subject wanted to use notes for 
his remarks.) When he worked on his uncle’s farm 
the subject received a social security card which 
stated he was 18 by mistake. Years later he wrote 
to the government about this mistake but received 
no answer. 

Sodium Amytal Interview.—Subject was quite 
tense and anxious during the interview but main- 
tained the cover story except for one parapraxia 
concerning time. 

Comment.—This_ subject with obsessive-com- 
pulsive character traits was unable to give an 
“upsetting, guilt-producing” incident. The incident 
was “minimal”; the cover story eliminated guilt 
completely. During the sodium amytal interview 
he was very concerned about his equilibrium but 
was able to stick to the cover story. This subject 
had an unusually high threshold for the drug; after 
intravenous administration of 1.0 gm. sodium 
amytal he was able to walk home. 


6. K. D., 29-year-old, single male teacher ; 
history of overt fetishism; relatively anxious 
and guilt-ridden ; occasional gastro-intestinal 
symptoms probably of neurotic nature; im- 
potence with single heterosexual contact ; 
successful in his occupation; does not con- 
sider himself in need of treatment. 


Incident.—Subject needed his furnace repaired. 
He felt that the plumber did not do a proper job 
and demanded that the bill be reduced. In a violent 
argument the plumber hit the subject and refused 
to take any money. It is not certain whether the 
subject hit the plumber; most likely he did not 
but had fantasies of avenging himself. He spoke 
of the plumber as a “gangster type.” He was a 
“handsome, powerfully built guy who irked me.” 
He went on to say that this altercation might have 
been due to his own racial prejudice and that the 
plumber was repulsive to him, though he discussed 
at some length his admiration for “handsome, well- 
built men.” 

Cover Story—He asked a plumber to fix his 
toilet and finally had to buy a new installation. The 
problem was to get the toilet to work, which he 
describes with some circumstantiality. 


Sodium Amytal Interview—During the narco- 
analytic interview the subject admitted to hitting 
the plumber; as the examiner did not know that 
the subject himself was hit, the subject was not 
asked any questions about this and it was merely 
assumed that the guilt-producing behavior was the 
subject’s aggression against the plumber. When 
asked about the shameful character of this incident 
he became angry and denied the knowledge of any 
shameful incident. 

Comment—tIn the cover story the guilt feature 
was eliminated and the story became inadequate 
and implausible. Under sodium amytal the subject 
admitted to having “beaten the plumber” although 
actually the opposite was stated in the original 
story. This is interpreted as an example of a con- 
fession of a fantasy as factual behavior; however, 
it should be stated that it is possible that the sub- 
ject hit the plumber but did not include this in the 
original story. The subject probably had sadistic- 
masochistic fantasies about the real incident. 


7. H.L., 24-year-old single male graduate 
student ; emotionally labile ; anxious over ho- 
mosexual impulses, although no overt homo- 
sexual activity. Subject is desirous of having 
psychotherapy. 


Incident—When subject was 12 he became sex- 
ually curious about an older female cousin who 
lived in their home. He decided to draw the shade 
in her room one evening leaving it up about 2 
inches. He felt that if she saw it down she would 
not bother pulling it further. When she was un- 
dressing he stole outside and watched her. This 
incident was repeated on another occasion; when 
the cousin looked outside he quickly ducked out of 
sight. Two days later the mother mentioned cas- 
ually that some prowler was around looking into 
his cousin’s bedroom. She gave no indication that 
she knew it was he, but he felt embarrassed and 
guilty. 

Cover Story.—His cousin was playing around 
the back of the house by a fish pool. He pushed 
her into the water when she was fully clothed. 
She never saw him. When questioned about the 
motive he said he was mad at her. 

Sodium Amytal Interview—The story of push- 
ing his cousin into the fish pool became mixed up 
with statements about watching his cousin in the 
bathroom, although the original incident was not 
given away. 

Comment.—The cover story is, as the subject 
later reported, a pure fantasy. It symbolically sig- 
nifies sexual attack on the cousin. Under sodium 
amytal the original story and the “fish pool” story 
became fused. 


8. G. U., 29-year-old, married male 
teacher ; impulsive, anxious, emotionally la- 
bile ; suggestibility increased. 


Incident.—At about 18 years of age the subject 
worked in a summer resort and was in charge of 
a boat rental agency. A 14-year-old boy wanted 
to take out a power boat but was unable to pay. 
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He propositioned the subject to fellate him if he 
could have the boat. The subject accepted and has 
felt guilty to date about this particular incident. 

Cover Story.—Subject gave a story in which he 
seduced a young lady, who became pregnant and 
had to have an abortion. Prior to coitus with him 
the girl was a virgin. He was very much afraid 
that his family would find out about the incident. 
During the story the subject was quite inconsistent 
and twice referred to a “boy” or “he” instead of to 
a female. 

Sodium Amytal Interview.—Subject revealed the 
original story, blaming the 14-year-old boy for the 
incident and expressing rage and indignation. 

Comment.—The subject uses a cover story that 
describes a guilt-producing incident, indicating 
much anxiety over inflicting harm on another per- 
son. The boy, however, was changed to hetero- 
sexuality. Under sodium amytal the guilt-ridden 
subject breaks down and confesses the original 
story. A significant parapraxia occurred when the 
subject referred to the girl as a “boy” or “he.” 
This subject had an exceedingly low tolerance to 
sodium amytal and was roused with difficulty after 
sleeping 9 hours following injection of 0.3 gm. 
sodium amytal. 


g. S. S., 22-year-old, female married sec- 
retary ; emotionally labile, suggestible ; anx- 
ious; history of conversion symptoms and 
frequent periods of depression. 

Incident—While a student, the subject worked 
as a nude artist model. The artists usually wished 
to seduce her, although these attempts were unsuc- 
cessful. She thought “modeling was not the right 
thing for a student.” 

Cover Story.—Subject stated that she worked her 
way through summer school as a photographer’s 
and painter’s model, but fully clothed, posing mainly 
for gypsy portraits. 

Sodium Amytal Interview.—W ithout any prompt- 
ing, subject revealed the true incident after an 
injection of only 0.25 gm. sodium amytal. 

Comment.—The cover story is almost identical 
with the incident indicating the subject’s need to 
confess. Under sodium amytal such a confession 
was made. 


DIscuSSION 


For our experiment, we deliberately chose 
students and professional persons rather than 
criminals and asked for guilt-producing in- 
cidents rather than explore actual crimes. 
Instead of investigating deliberate and pur- 
poseful falsifications of the truth to escape 
punishment, artificial lies were used although 
we were aware that the grave threat of con- 
viction and social sanctions were absent in our 
subjects, undoubtedly changing fundamen- 
tally the emotional context of the situation. 
One might say that our experiments had the 


same relationship to the situation of a court 
trial and preparatory criminal investigation 
as a military maneuver has to actual battle 
or a mock trial to a real trial. Yet the clarity 
of the experimental situation that we created 
and controlled permits some conclusions that 
in all probability likewise hold for reality. 

It is of interest that the 3 subjects diag- 
nosed as normal (1.e., persons who perform 
adequately in their various functions, have 
good defenses and no highly pathological 
characteristics) maintained their cover 
stories. Of the 6 subjects diagnosed as neu- 
rotic, 2 promptly revealed the true story; 2 
made partial admissions, consisting of a com- 
plex pattern of fantasy and truth; one ad- 
mitted what most likely was a fantasy as 
truth ; and the one obsessive-compulsive indi- 
vidual maintained his cover story except for 
one parapraxia. We were particularly struck 
by the fact that G. U. and S. S., who con- 
fessed readily, had strong unconscious guilt 
feelings. 

The fantasies under sodium amytal can be 
understood only in the light of intimate 
knowledge of the subjects’ unconscious proc- 
esses. Such fantasies produced during the 
sodium amytal interview at times had the 
character of a confession, as in the case of 
K. D., who confessed to beating the plumber, 
while in reality probably only the subject was 
beaten. Such fantasies are similar to dreams 
and daydreams ; at times they have a highly 
symbolic character as in C. Y. when she 
spoke of the disgusting beard of a sexualized 
father figure, while this particular person in 
reality had no beard. As the contents of a 
narcoanalytic interrogation are exceedingly 
complex, the interpretation of such an inter- 
view must remain in the hands of highly 
trained experts. The simple use of the re- 
sults of such an interrogation as straight evi- 
dence in court, i.e., without interpretation by 
psychiatric experts, does not seem justified. 

We were particularly interested in the 
question of who could resist the interrogation 
and who confessed. It was the neurotic in- 
dividual, particularly the person with strong 


_ feelings of depression, guilt, and anxiety, 


who confessed under sodium amytal. This 
personality type might be expected to confess 
more easily than others. Such a thesis was 
expressed by Reik(5) who stated that crim- 
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inals with self-punitive tendencies are more 
likely to betray themselves. 

Freud(6) described the criminal develop- 
ing out of a sense of guilt. Such persons will 
find their unconscious guilt feelings so un- 
bearable that they will commit a crime to find 
relief by being punished, thus connecting the 
unconscious feeling of guilt with a known 
motivation. We assume that in such persons 
with strong unconscious self-punitive tend- 
encies the confession of false and true fan- 
tasies leading to punishment may serve the 
same purpose out of a sense of guilt as the 
commitment of a crime. 

According to the theories of Kubie(7) and 
Grinker(8) narcoanalysis primarily reduces 
anxiety and tension. Besides reduction of 
anxiety narcoanalysis facilitates temporary 
regression and identification, the latter evi- 
denced by increased suggestibility, which 
Dollard(g) stresses as an important mech- 
anism. In forensic use, reduction of anxiety, 
facilitation of regression and of identifica- 
tion is less likely, particularly when the drug 
is administered by a person who might be 
considered an adversary and when results, in 
contrast to use in therapy, are often used 
to the disadvantage of the individual. In our 
opinion, only individuals who for conscious 
and unconscious reasons are inclined to con- 
fess will yield to interrogation under narco- 
analysis. These individuals may be viewed 
as identifiers, repressors, and regressors. 
They usually are anxious, guilt prone, de- 
pressive or inclined to be depressive. They 
seem to have severe self-punitive tendencies 
i.e., they represent the type described by 
Freud(1o) as moral masochist. We think 
that in most instances confessions of such 
persons may be obtained just as easily with- 
out the use of drugs. 

The second question that attracted our in- 
terest was the nature of the cover stories. 
Again we were impressed by the fact that the 
subjects whom we considered normal pro- 
duced cover stories that we found more Ciffi- 
cult to label as lies. These subjects produced 
more rational and better integrated stories ; 
they retained some of the features of guilt of 
the original incident, and yet the associative 
ties between the original incident and the 
cover story could not be discerned easily. In 
contrast to this group the neurotic subjects 


invented cover stories that were more easily 
deciphered. The compulsive rigid subject, 
S. U., seemed almost unable to change his 
story. K. D. displaced the original guilt by 
anger in the cover story, making it seem 
unlikely. Defense mechanisms such as pro- 
jection, displacement, denial, undoing, repre- 
sentation by the opposite, and fixed symbols 
were prevalent. Our judgment considering 
the cover stories of the less well-adjusted 
group as inadequate was not based on quanti- 
tative scoring but on a qualitative evaluation 
of the content of the stories, their degree of 
rationality and consistency, their symbolic 
significance, parapraxes, and emotional be- 
havior of the subjects. These observations 
seem to be in conformity with earlier reports 
by A. A. Brill(11), who noted how simple 
it is to look through the lies of children, 
mental defectives, and the insane. The cover 
stories of the more neurotic subjects have 
some of the earmarks of the lies of children 
(William Healy(12) ). 

Thus we were impressed with the conclu- 
sion that neurotic persons with strong un- 
conscious conflicts are “bad” liars. Their un- 
conscious impulses and conflicts are reflected 
in their lies; they are only quantitatively 
different from the cases of pseudologia phan- 
tastica which H. Deutsch(13) and O. Fen- 
ichel(14) described. The dynamisms of lying 
are similar to the dynamisms of dreams— 
avoiding displeasure not only by conscious 
but by unconscious distortion ; the content of 
lies has meaning depending upon the con- 
scious and unconscious processes of the 
individual. 


APPLICATION OF THEORY TO FALSE 
CONFESSIONS {N PuBLIC TRIALS 
IN TOTALITARIAN STATES 


It seemed to us that the above findings 
regarding the mechanism of lying and con- 
fessing have general validity and throw some 
light on the remarkable “confessions” ob- 
tained in public trials in totalitarian states. 
There has been much speculation as to how 
these confessions were obtained. Notions 
have been advanced that physical and mental 
torture, threats to friends and relatives, hyp- 
nosis, known and secret drugs have been 
used. It is unknown to us to what extent any 
of these methods have been used preparatory 
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to the public trials of the police state. Prob- 
ably all these methods were used in some 
of the cases. However, an additional psycho- 
dynamic explanation, based on our work, oc- 
curred to us that may apply at least to some 
of the confessions in these trials. We sus- 
pect that many of the striking confessions in 
public trials of police states were obtained 
from severely neurotic, guilt-ridden, and 
self-punitive persons. They belong in the 
nosological category of overt and potential 
depressions and fit the dynamic concept of 
moral masochism. Such persons are likely to 
confess without much pressure ; but even the 
less severely disturbed persons with guilt- 
producing fantasies will confess if their func- 
tions of self-preservation (ego functions) 
are weakened by prolonged, grueling, and 
humiliating interrogations. Open and veiled 
threats and the feeling of inevitable doom 
will facilitate the development of a reactive 
depression in any person, but particularly in 
those with self-punitive tendencies and de- 
pressive trends. Guilt-proneness in police 
states is undoubtedly greater than in demo- 
cratic countries. In our opinion many of the 
revolutionaries were guilt-prone personalities 
in conflict about their aggression against au- 
thority. On the other side, many of the op- 
ponents of the regime were anxious, guilt- 
ridden, weak persons in doubt about their 
allegiances and motivation, who were near 
their breaking point owing to the relentless 
and merciless threat to their lives. For public 
trials in totalitarian states the public relations 
value of such confessions—without the use of 
“hard” methods—is naturally much greater 
and has impressed the gullible population of 
police states and puzzled the critical ob- 
servers of the Western World. 

Other dynamisms, particularly identifica- 
tion with the aggressor (A. Freud(15)) 
may be offered as explanation of these strange 
confessions. However, to substantiate our 
own hypothesis we would like to cite briefly 
3 cases: the case of D.; the case of Mi- 
chael Shipkow recently reported by the U. S. 
State Department; and the fictional char- 
acter of Rubashaw in Koestler’s “Darkness 
at Noon” (16). 


D., philosopher and historian, whom one of us 
(F.C.R.) knew intimately, was an objective and bril- 
liant adversary of totalitarian philosophy. He was 
a person of great moral strength who was inspiring 


to the few who knew him well and to the many 
who knew him from his writings. After the Na- 
tional Socialists occupied D.’s native country we 
visited him and found, in marked contrast to pre- 
vious meetings, a distraught and anxious, very 
gloomy and pessimistic man. One week later, to 
our great surprise, D. confessed to us that he de- 
frauded taxes, reported friends to the Gestapo, ex- 
ploited and betrayed people who worked for him. 
This sounded incredible but it took another week 
for us to come to the conclusion that D. was in a 
serious depression, of which false and fantastic 
self-accusations were an important feature. Shortly 
afterwards D, was arrested; he repeated his “con- 
fessions” and later committed suicide. 

In D.’s case the “confessions” were psychotic self- 
accusations. In this extreme case it was easy to de- 
tect the nature of such self-flagellation ; however, in 
its early stage D. would have made an ideal case for 
public trial from the viewpoint of National Socialist 
propaganda. 

The case of Michael Shipkow, a Bulgarian em- 
ployee of the American Legation in Sofia, was 
reported by the U. S. State Department and pub- 
lished in the New York Times(17). In this report 
Shipkow tells in detail how he was arrested by the 
Bulgarian Security Militia and forced to sign a 
false confession. Shipkow made a sworn affidavit 
before the American Minister, Mr. Heath, about 
his experiences at the hands of Bulgarian Militia; 
from our point of view the important statements 
are the references that Shipkow makes to his state 
of mind. 

“My state of mind at that stage: I was trying 
very hard to reconcile myself with what I had long 
considered inevitable and to impress into my mind 
the necessary fortitude and resignation. Already 
I had been faced with the difficulty of maintaining 
any continuous line of thought within me, while 
having constantly to correspond to their moves and 
give them the replies or indications requested. . . . . 
I had been so long prepared for this that I agreed 
sincerely and told them I was quite resigned to 
accept their judgement and penalty. Already there 
appears in the mind of the person arrested a desire 
to be told the extent of one’s punishment, and to 
begin serving it, if only to be gone from the pres- 
sure and fear of their presence... .. This is in 
parallel to the other instances of fear, those that 
are featured in the newspapers and which I have 
had to translate—a translation which has been 
more and more personally depressing with time. 
This depression is augmented by a feeling of help- 
lessness and despair, no possibility of evasion, no 
issue, no real hope for assistance or protection by 
the Legation, not while the Militia alone has force 
on its side. Resignation is achieved to a certain 
extent, never enough to keep off the fear of the 
day when it will arrive on me..... Therefore, 
when I had been resisting them in the first day, 
I had long since been prepared to accept my lot— 
prison, concentration camp, without any hope for 
reprieve. From that it is easy to decide to end 
the struggle, accept their accusation, give them 
satisfaction, and be allowed to relax my mind. 
And this breaking in is immediately followed by 
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the realization that it is not the end but the be- 
ginning of an even more painful period, much more 
degrading—because before I believed I would draw 
upon myself their penalty by agreeing to their ac- 
‘cusations and the thought of prison or camp for 
myself only is not so awful as that moment... . . 
However, with the first acceptance, my power of 
resistance grew weaker and I slipped steadily lower 
and lower, not only drawing punishment, but time 
and time again speaking of others, friends and rela- 
tives of mine, involving them in deeds or thoughts 
utterly untrue, unfounded, slanderous. And then 
the feeling of resistance is wholly broken; and I 
remember going deeper and deeper in this awful 
disloyalty, feeling utterly degraded and wretched, 
and yet powerless to protest and deny. Indeed, the 
only things I did not tell them were things they 
never thought of leading me into describing. At 
the end, when I wrote down the confession of 
guilt and repentance, I remember that the whole 
thing appeared fantastic and ridiculous but it seemed 
to give them complete satisfaction.” 

Shipkow was a beaten man when the agents of 
the Bulgarian Militia interrogated him; hopelessly 
depressed and resigned. He felt deeply inferior 
to the shrewd cunning interrogators who knew 
all about him, including some degrading facts 
about his private life. “They (the agents) pro- 
fessed more knowledge of me than even myself.” 
Shipkow broke down under such demoralizing force 
and confessed what his confessors told him to con- 
fess: he was confessing fantasies of guilt and be- 
came, at least temporarily, unable to distinguish 
fantasy from reality. Only once, later on, he rose 
again making the sworn affidavit in the American 
Legation, only to retract it later in public trial 
when he once more fell into the hands of the Bul- 
garian Militia. 

Rubashaw, hero of Koestler’s novel “Darkness 
at Noon,” is our third example. N. S. Rubashaw 
“is a synthesis of the lives of a number of men 
who were victims of the so-called Moscow Trials.” 
Rubashaw, an old revolutionary leader, had become 
an opponent of the Regime and of Number One, 
the present dictator, although only in thoughts 
and fantasies. Basically he was devoted to the 
ideals of the revolution. In his own career he was 
responsible for the death of others—traitors—who 
doubted the doctrine of the revolution. Koestler 
describes how Rubashaw gradually yielded to the 
grueling pressure of everlasting interrogation, the 
psychological torture of prison life, and the certainty 
of annihilation. Basically, however, Rubashaw is 
portrayed as a man with deep anxiety and guilt— 
whose final self-humiliation and death is atonement 
for his doubts, his deviant thoughts, and fantasies 
of betrayal. From the very beginning Rubashaw’s 
anxiety is vividly described: he is afraid in his 
dreams; his sleep is restless (page 4). “He felt 
helpless and incapable of clear argument. His con- 
sciousness of guilt . . . . could not be expressed in 
logical formule. ... . He felt as if he were on a 
smooth slanting plane, down which one slid irre- 
sistibly.” In this “state of nervous depression” 
(page 162) Rubashaw confesses: “.... as it 
were, an unspoken agreement had come into exis- 


tence between them: if Gletkin [his interrogator] 
could prove that the root of charge was right— 
even when this root was only of a logical abstract 
nature—he had a free hand to insert the missing 
details; ‘to dot the i’s’ as Rubashaw called it.” 
Without becoming aware of it, they had got ac- 
customed to these rules for their game and neither 
of them distinguished any longer between actions 
which Rubashaw had committed in fact and those 
which he merely should have committed as a con- 
sequence of his opinions; they had gradually lost 
the sense of appearance and reality, logical fiction 
and fact (page 222). His final confession termi- 
nates with “covered with shame, trampled in the 
dust, about to die, I will describe to you the sad 
progress of a traitor, that it may be as a lesson 
and terrifying example to the millions of our 
country.” 

Rubashaw confessed to the Public Prosecutor 
and the Citizens Judges. Actually he confessed his 
fantasies under the pressure of his severe superego, 
whose tyrannical power had become immense in his 
state of anxiety, grief, and helplessness. He sen- 
tenced himself in atonement for imaginary crimes. 


Undoubtedly many more actual cases and 
fictional characters could be cited to prove 
our thesis. Reference is made only to a sim- 
ilar description of confessions and their dy- 
namisms in Dostoyevski’s classics and in 
Ordwell’s novel “Nineteen Eighty-Four.” In 
the same category were the confessions of 
witch trials in past centuries, which were 
sometimes obtained without torture. Today 
these confessions are considered as fantasies 
of mentally abnormal people although they 
may not have been severely abnormal in terms 
of their own culture. 

In our opinion these cases throw some 
light on the psychodynamics of confession 
in totalitarian public trials. The dynamics 
are essentially identical with the dynamics 
of the confessions obtained in experimental 
narcoanalyte interviews. The essential pow- 
ers forcing us to confess or to resist are 
within us. 
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THE CRIME OF MENTICIDE 
JOOST A. M. MEERLOO, M.D., New York, N. Y. 


INTRODUCTION 


In the beginning of this year, the French 
magazine, “Esprit,” printed an inquiry 
among more than a hundred psychiatrists 
and psychologists regarding the possibilities 
of psychological intervention in an integrated 
individual. Is it possible through modern 
methods to change man’s mind in behalf of 
certain ideological systems? Can an indi- 
vidual’s spiritual freedom be stolen from him 
by certain techniques? To what extent has 
psychiatry progressed in the paradoxical task 
of cooperating with certain tyrannical po- 
litical systems? 

I don’t want to resume the interesting dis- 
cussions here. Recent experiences during 
World War II and its aftermath have taught 
us that those possibilities exist indeed. The 
problems form a new challenge to psychiatry, 
and by coining the word “menticide” we 
must realize our position in this problem. 
German physicians became—often without 
sharp awareness—collaborators in Hitler’s 
crime of genocide. Not realizing the prob- 
lem of menticide, we ourselves may one day 
become entangled in activities unworthy of 
a “free democratic psychiatry.” I do not 
like to use this expression but the facts are 
there. 

From a psychiatric and psychoanalytic 
standpoint, there are many interesting prob- 
lems involved. The question of mishandling 
of the transference; the use of transference 
in a criminal way; the problem of mass- 
hypnosis ; the question of the dangerous in- 
telligent madman (les fous lucides); the 
technique of changing personalities (lobot- 
omy, narcohypnosis, truth serum) ; the ques- 
tion of artificially provoked regressions with 
narcotics ; mass-intoxication through terror 
and panic ; the sadistic impulses of the inter- 
ventionists ; and so forth. 

However, in addition to these interesting 
scientific discussions, we encounter more 
directly political evils that force psychiatrists 
to become more aware of what they are 
doing. Since psychiatry has become more 
active, there is increasing danger that our 
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activities will be taken over in the service of 
devious political aims. 


POLITICAL INTERVENTION IN THE 
INDIVIDUAL MIND 


In our era an imposing array of so-called 
“traitors” has appeared in the arena of 
world affairs. Most recently the Hun- 
garian nationals, Minister Rajk and Cardi- 
nal Mindszenty, confessed to treason before 
the Hungarian Communist Courts. In 
March, 1950, the State Department pub- 
lished the report about Michael Shipkov and 
the way he was forced to confess in Bulgary. 
During the mid-thirties Trotskyist spies and 
saboteurs penitently detailed their guilt be- 
fore a high Soviet tribunal, and earlier still, 
the scapegoat Van der Lubbe “confessed” 
to burning the Reichstag—a crime com- 
mitted by the Nazis themselves as part of 
their program of strengthening party control 
over the German populace. 

Flayed by the ruthless whip of political 
expediency, these unwary pawns are briefly 
trapped in the international spotlight as 
object lessons to fellow deviants. Here they 
execute their public confessions, endorse the 
régimes that imprison them, and vanish, 
ultimately, into oblivion. 

Such cases excite conflicting emotions— 
curiosity, admiration, and hatred—in the 
average citizen. By what means are bitter 
opponents of a régime brought to their knees, 
not only to confess to crimes against the ex- 
isting order, but even to support its ideology, 
to reverse their former political attitudes? 
What goes on behind the closed doors of the 
interrogation chamber? More importantly, 
what goes on in the minds of such victims? 


INDIVIDUAL MENTICIDE 


The techniques of terror that are paraded 
as justice by the authoritarian states arose 
with the development of civilization and 
were perfected by the Inquisition of the 
Middle Ages. Side by side with our grow- 
ing understanding of the human mind has 
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grown the knowledge that this same human 
mind can be kneaded like putty in the hands 
of unscrupulous inquisitors. The science of 
third degree and forcible suggestion develops 
apace and does not hesitate to draw on mod- 
ern medical techniques and new findings 
from the fields of psychiatry and psychology 
to accomplish its ends. 

Such an organized system of psychological 
intervention and judicial perversion, in which 
a powerful tyrant synthetically injects his 
own thoughts and words into the minds and 
mouths of the victims he plans to destroy 
by mock trial, may well be called menticide. 

Menticide is a growing threat to man- 
kind—a threat far worse than genocide. 
Genocide as defined by the United Nations 
is the direct physical destruction of another 
racial or national group. Menticide is an 
attack on man’s very mind, on his sovereign 
will and conviction. It destroys free thought 
and makes servile, mechanical instruments 
of his inviolate thought processes. In the 
hands of dictators and secret police, menti- 
cide is more deadly than lethal weapons, 
yet it is still umrecognized as an official 
institution for the suppression of political 
opposition. 

Imprisonment and repeated interrogation 
alone can tax human resistance. When 
physical torture is added the urge to confess 
“according to prescription” is easily aroused. 
But even physical torture and third-degree 
methods are not enough to extort confes- 
sions from the strong minds of spiritual 
leaders who have always lived by their 
convictions. When their existence threatens 
a corrupt régime, such men must not only 
be forced to confess but must be displayed 
as craven “traitors” to their homeland. For 
these victims who symbolize opposition ele- 
ments of the population, crude torture is 
often inddvisable, since physical abuse 
arouses mass indignation. More perverted 
techniques are needed that will evoke both 
public confession of conspiracy against the 
régime and a declaration of “conversion” 
to its ideology. These gratifying results are 
achieved by mental torture and drugs. 

Experience with traitors in Europe taught 
us how the Nazis were able to convert some 
courageous resistance fighters into meek col- 
laborators. Most of them resisted giving 


information and betraying their comrades, 
but some, at a given point, came to a break- 
down. Why? It was not always necessary 
to torture them physically, but only to 
threaten their lives and especially to threaten 
reprisal against their relatives, to change 
them suddenly. It is as if the Nazis made 
use of unconscious guilt-feelings toward 
relatives in their victims in order to make 
them their spineless instruments. Several of 
these “traitors” committed suicide or even 
became psychotic when they later became 
aware of their betrayal. A very husky, 
strong, underground hero, “King Kong,” 
was caught by the Germans and immediately 
became their treacherous instrument in order 
to spare the life of his brother who was also 
caught. The hidden aggression toward his 
brother had made him surrender mentally to 
the enemy. It is a well-known defense 
mechanism against frustrated guilt. 

By now, ample evidence has been gathered 
to prove that different forms of mental tor- 
ture—menticide—are part of the stock-in- 
trade of all police states. In his exposé on 
Cardinal Mindszenty’s imprisonment, “The 
Cardinal’s Story,” Stephen K. Swift graph- 
ically describes 3 typical phases in the psy- 
chological “processing” of political prisoners. 
The first phase is directed toward extorting 
confession. The victim is bombarded with 
questions for days and nights. He is inade- 
quately and irregularly fed. He is allowed 
almost no rest and remains in the interroga- 
tion chamber for hours on end while his 
modern inquisitors take turns with him. 
Hungry, exhausted, his eyes blurred and 
aching under unshaded lamps, the prisoner 
becomes little more than a hounded animal. 


. . when the Cardinal had been standing for 

66 hours (Swift reports), he closed his eyes again 
and remained silent. He did not even reply to 
questions with denials. The colonel in charge of 
the shift tapped the Cardinal’s shoulder and asked 
why he did not respond. The Cardinal answered: 
“End it all. Kill me! I am ready to die!” He was 
told that no harm would come to him; that he could 
end it all simply by answering certain questions. 
. ... By Saturday forenoon he could hardly be 
recognized. He asked for another drink and this 
time it was refused. His feet and legs had swollen 


1JIn the newly authoritarian countries the term 
“brainwashing” is born to indicate this systematic 
breaking down of old loyalties and paternal ties. 
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to such proportions that they caused him intense 
pain; he fell down several times. 


To the horrors the victim suffers from 
without must be added the horror from 
within. He is pursued by the unsteadiness 
of his own mind, which cannot always pro- 
duce the same answer to a repeated question. 
As a human being with a conscience he is 
pursued by the hidden guilt feelings that 
undermine his rational awareness of inno- 
cence. As a social being he is pursued by 
a need for companionship; as a private in- 
dividual he is blackmailed by an inner need 
to be left alone and undisturbed, if only for 
a few moments. 

From within and without he is inexorably 
driven toward signing the confession pre- 
pared by his persecutors. 

If the prisoner’s mind proves too resistant, 
narcotics are given to confuse it; mescalin, 
marihuana, morphine, barbiturates, alcohol. 
If his body collapses before his mind capitu- 
lates, he receives stimulants—benzedrine, 
caffein, coramine—all of which help to pre- 
serve consciousness until he confesses. 

Much as an animal is conditioned to per- 
form tricks, the second phase of processing 
trains the victim to accept his own confes- 
sion. False admissions are reread, repeated, 
hammered into his brain. He is forced to 
reproduce fantasied offenses, fictitious de- 
tails that ultimately convince him of his 
criminal status. In the first stage he is hypno- 
tized by others. In the second stage he is in 
a state of autohypnosis, convincing himself 
of fabricated crimes. According to Swift, 


The questions during the interrogations now 
dealt with details of the Cardinal’s “confession.” 
First his own statements were read to him; then 
statements of other prisoners accused of complicity 
with him; then elaborations of these statements. 
Sometimes the Cardinal was morose, sometimes 
greatly disturbed and excited. But he answered 
all questions willingly, repeated all sentences— 
once, twice, or even three times when he was told 
to do so. 


In the third and final phase the victim, 
now completely conditioned and accepting his 
own guilt, is trained to bear false witness 
against himself and others. He is prepared 
for trial, softened completely, remorseful, 
and willing to be sentenced. 


SocrAL MENTICIDE 


There is something fascinating and revolt- 
ing in the idea that our mental resistance is 
relatively weak, that the very quality that 
distinguishes one man from another—the 
individual “I’”—can be profoundly altered 
by psychological torture. Still, such trans- 
formations are but extremes of a process 
that goes on in normal life as well. Through 
subtle propaganda and systematized sugges- 
tion and mass-hypnotism the human mind 
is changed daily in all society. Through ad- 
vertising even the democratic citizen is se- 
duced and cajoled into using one soap instead 
of another; under a dictatorship people are 
also seduced into accepting new products— 
social and political ones—with destruction 
set as the penalty for resistance. 

Selling the populace a new and dangerous 
bill of goods requires the kind of systematic 
planning at which Hitler proved himself 
master. His book, “Wein Kampf,” describes 
what he called his “psychological artillery.” 
People are first softened with artificial ru- 
mors—with fear, slander, suspicion. Suspi- 
cion in particular is easily aroused and proves 
fertile soil for suggestion. Fifth Columnists 
are next sent among the people to spread ru- 
mors. The rumors circulate, and with them 
the distrust bred by secrecy. The persecution 
of minority groups revives forgotten per- 
sonal prejudices, fosters cowardice, and sets 
man against his neighbor. Beside the more 
gradual techniques of demoralization there 
is the technique of psychological shock, just 
as is done in individuals. The Nazi pact with 
the Soviets in 1939 and the destruction of 
Warsaw and Rotterdam in 1940 paralyzed 
France and shook the other democratic na- 
tions. Fear of war and atomic destruction 
can so confuse the mind of a general popu- 
lace that the individual citizen ceases to make 
his own evaluations and leans passively on 
the opinions of leadership. In panic, free- 
dom and liberty are no ideals anymore, only 
sleep and security, though the leader may 
be a tyrant. 

By now propaganda and mass hypnosis 
have become so effective, the methods of 
psychological barrage so subtly perfected, 
that mass menticide can occur if these 
weapons are concentrated in the hands of 
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a few authoritarian strategists. The study 
of Goebbels’ and Hitler’s methods is still 
essential in the present period, for the very 
extremity of this material enables us to 
recognize and forestall dictatorial tendencies 
in other parts of the modern world. 


INDIVIDUAL PROTECTION 


Can the individual citizen be immunized 
against the type of destructive suggestion 
imposed by unscrupulous and undemocratic 
leadership ? 

This is possible. We know that the goal 
of psychotherapy with neurotic patients is the 
strengthening of inner resistance. This ego 
fortification is the end result of a strenuous 
therapeutic battle against a patient’s over- 
whelming urge to submit to backward mental 
forces. Through the lessons we have learned 
in combating adult personality problems— 
problems that stem mainly from early child- 
hood experiences—new child-rearing atti- 
tudes are developing that encourage the 
growth of stronger egos. Future genera- 
tions of adults raised in this manner will 
probably show more individual initiative and 
opinion and may well have a greater capacity 
to resist destructive outside influences. 

Psychological attacks involving planned 
mental torture are, however, more than the 
human being can withstand. Menticide 
changes normal human wishes into patho- 
logical cravings. 

However rebellious, the dependent child 
must submit to many parental demands in 
order to obtain loving care. The prisoner, 
equally dependent, is reduced psychologically 
to the status of the helpless infant. Ideals, 
standards, civilized concepts lose their sig- 
nificance under the stress of mental and 
physical torture, and all that remain are the 
primitive requirements to sustain life—suffi- 
cient food and sleep. Thus, at some point, 
capitulation in the form of false confession, 
rather than continued resistance, serves the 
need for infantile self-preservation. 

By his open admission of guilt the prisoner 
covers unconscious guilt and breaks his ties 
with his old way of life and acknowledges 
abject dependence on his persecutors. Here 
again, like the child who tests his strength 
against his parents and finds it wanting 


and accepts their authority, the prisoner must 
now learn to see things as his captors see 
them. He must identify himself with them 
and adopt their position, for he has relin- 
quished his old mature identifications. 


SociAL PROTECTION 


A direct protection against menticide 
would be training in autohypnosis, for the 
hypnotic state can offer immunity to pain, 
hunger, and psychological intrusion. It was 
actually advised to underground workers, 
in case they fell into enemy hands. Natu- 
rally, in most of the cases, this is practically 
an impossibility. We cannot all become 
Yogi! The longer way, of course, is being 
analyzed and being aware of early guilt 
and defense mechanisms. But we still are 
far away from this aim. 

Social protection is the only safeguard 
man can actually rely on in the face of this 
new spiritual threat. But Articles 18 and 19 
of the United Nations’ Universal Declara- 
tion of Human Rights deal only with the 
right to freedom of thought, of opinion and 
of expression, and are not yet specifically 
related to menticide as we have described it. 
This form of attack on the human spirit 
can only be prevented if it is first recognized 
as such. Freedom of expression on the part 
of one individual may also involve the for- 
cible compulsion of another to listen. How- 
ever, in a democracy this can be limited and 
regulated by law. 

Mankind should be guaranteed the right 
not to hear and not to conform and the right 
to defense against psychological attack in 
the form of perverted mass propaganda and 
individual mental torture. 

When the United Nations will devise 
rules curtailing this form of psychological 
attack, it will have ensured a human right 
as precious as physical existence, the right 
of the nonconforming free individual. 

At the very outset, the concept of menti- 
cide should be clearly defined. Only by giv- 
ing concrete meaning to this new term will 
it be possible for men to appeal against crimi- 
nal psychological warfare against groups and 
individuals. By calling international atten- 
tion to this evil, by dignifying it with a name, 
mankind begins to fight against it. 
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SUMMARY 


The concept of “menticide” indicates an 
organized system of judicial perversion and 
psychological intervention, in which a power- 
ful tyrant transfers his own thoughts and 
words into the minds and mouths of the vic- 
tims he plans to destroy or to use for his 
own propaganda. Modern psychiatry may 
deliver him several tools for this perversion. 
Our psychiatric standpoint toward this chal- 
lenge has to be formulated. Examples of 
menticide are described and ways of protec- 
tion indicated. 
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WHAT THE PUBLIC THINKS OF PSYCHIATRY * 
JUNE BINGHAM, New York, N. Y. 


Our subject tonight is what the public 
thinks of psychiatry. As one of the public, 
it is my impression that what we think of 
psychiatry is largely what we think of psy- 
chiatrists. For we learn about you and your 
field less from your books than from ours; 
less from “Psychopathology of Every Day 
Life” than from “The Snake Pit”; and 
in these novels, detective stories, plays, 
movies and radio programs of ours, psy- 
chiatry appears not in the form of theory, 
but in the form of a person, a character, 
The Psychiatrist. 

Thus you psychiatrists have come into 
our Art. You have not yet, however, come 
into our lives. We don’t know you yet as 
human beings. We've never had a chance 
to. There aren’t enough of you—and most 
of you don’t get around enough. I grew up 
in that hotbed of psychiatry, New York 
City, and until 3 years ago, I had not only 
never met a psychiatrist, but I had never 
met anybody who had met a psychiatrist. 
After all, there are only 5,000 of you in the 
country. Assume that each one knows a 
thousand people whom his colleagues don’t 
know—and that still covers only 5 million 
out of 151 million people. Or, 97% of the 
American people have never met a real live 
psychiatrist, face to face. 

However, our not knowing you doesn’t 
prevent us from forming a vivid picture of 
you. It isn’t a true picture, but it’s a most 
colorful one. There doesn’t seem to be any 
ceiling on what we’re willing to believe about 
you. 

For example, I remember reading in the 
paper a few years ago that a girl I knew 
was marrying a psychiatrist. Good heavens, 
I thought, how can she possibly do it? How 
could any girl, in her right mind, marry a 
man who knows so much about human na- 
ture? There’d be no mystery in the mar- 
riage ; there’d be no point in her even bother- 


1 Read at the 106th annual meeting of The 
American Psychiatric Association, Detroit, Mich., 
May I-5, 1950, as part of a round-table discussion. 


ing to talk—for he would know what she 
was going to say before she opened her 
mouth. It’s hard enough to imagine a girl 
marrying an obstetrician: a man who ex- 
plores women so thoroughly—but a psychia- 
trist is even worse. For he understands men 
as well as women, and, like the obstetrician, 
spends his days learning even more about 
their most intimate—and least attractive— 
sides. 

Then, 3 years ago, one of our own children 
made friends at school with the child of a 
psychiatrist. The evening came for the par- 
ents to meet. Frankly, I was terrified. I 
felt like rushing out and buying an asbestos 
curtain, so that all my miserable motives 
and unconscious drives wouldn’t be so ex- 
posed before this man. I’d travelled in Italy 
and France, and, like every other female 
under ninety, I’d experienced that business 
of finding myself being mentally undressed 
by men. But those men, as their smirking 
faces showed, were themselves emotionally 
involved in the stripping process. This psy- 
chiatrist, I was sure, would not be. He would 
be cool and clinical and aloof—and thus 
only one of us would be humanly vulner- 
able—and that one would be me. 

Perhaps you will recognize this feeling, 
if you've ever gone into a fancy tailor’s 
wearing a $19.95 suit. The tailor doesn’t say 
anything ; he doesn’t have to. But you know 
perfectly well that he can tell at a glance that 
the material of your suit is shoddy, that the 
lining wrinkles, and that there is too much 
padding in the shoulders ; that, in short, it’s 
a poor cheap imitation of what you’d like 
people to think it is. 

We laymen know at heart that we are 
only poor cheap imitations of what we’d like 
people to think we are. And that’s why we 
fear you. We fear your experienced eye. 
We think of you as walking lie-detectors, 
able to see through us, and yet, like a ma- 
chine, not be emotionally involved. 

I can’t tell you what a relief it was, a short 
time ago, when I lied to a psychiatrist—and 
got away with it. It was about a letter of 
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mine published in the JourNAL? entitled 
“The Worm Turns’—and he said he ap- 
proved of the seven criticisms, but was sure 
none of them applied to him, “Did they?” 
he suddenly asked, his face crinkling with 
doubt. I couldn’t bear to hurt his feelings, 
so I said, no, no, of course not. He looked 
very relieved—and I went out of there sing- 
ing. For I had reassured myself on two 
points: one, that psychiatrists don’t have 
X-ray eyes; and two, that their emotions 
aren’t always neutralized. 

Our thinking of your emotions as neu- 
tralized comes in part, I believe, from the 
way some of you have coolly aroused our 
deepest anxieties by your writings. I’m not 
referring to articles in professional journals ; 
there you write for one another and any 
layman who trespasses into the fine print 
does so at his own risk. What I mean are 
the newspaper and magazine articles and 
books for the so-called educated layman which 
quite casually and without warning will bring 
up a subject like “everyone’s unconscious 
incest-wishes”—or contain statements like, 
“a child who at an early age is deprived of 
his mother’s love, or his father’s love, or 
has to be hospitalized for long periods, will 
never get over it.” These writers forget 
that laymen aren’t scientists ; we have no psy- 
chiatric detachment. We react emotionally 
to what we read and promptly apply it to 
ourselves. And when some layman who has 
never dared face his own buried incest- 
wishes, or some layman, whose child was 
half-orphaned or forced to spend long pe- 
riods in the hospital, comes across passages 
like the above, his heart thumps with guilt 
and fear and he thinks, well that son-of-a- 
gun psychiatrist couldn’t possibly have writ- 
ten this so blithely, so without any under- 
standing of how hard it was going to hit me, 
unless he was a person quite without feeling. 

In addition to our layman’s picture of 
you as cold-blooded machines, we have two 
others: one is as a devil—the other is as a 
god. 

One reason we think of you as devils is 
because we picture you as wallowing in sex. 
We've heard that Freud based his theories 
on sex, and frankly, we can’t imagine any- 


2 American Journal of Psychiatry, 106: 311, Oct. 
1949. 


one letting go of sex, as a hypothesis or any- 
thing else, unless his arm were being twisted. 
Also we've heard that your patients fall in 
love with you. Since we laymen tend to 
fall in love with any poor fool who loves 
us, we imagine that you, too, return the 
compliment. So there you are, in our pic- 
ture, with your office filled with books on sex, 
complete with couch, and a beautiful patient 
who loves you . . . . and, well, it is a color- 
ful picture. 

Another reason we think of you as devils 
is that you, by your scientific achievements, 
have undermined the values we were brought 
up to cherish. We were brought up to love 
our father and our mother ; you have shown 
the dangers of pretending such love when 
it doesn’t exist. We were brought up to value 
virginity and monogamy; you have shown 
the dangers of a too rigid sexual repression. 
We were brought up to believe that wicked 
acts were performed by wicked people; 
you have shown that some murderers and 
robbers are not responsible for their acts. 
This confuses us terribly. On the one hand 
you equate what we call Vice with mental 
illness; but on the other hand you do not 
equate what we call Virtue with mental 
health. And indeed, by your proofs of the 
existence of unconscious motives, you shake 
the very concept of Free Will on which our 
idea of Virtue is based. This confuses us 
further. And, as we know from Paradise 
Lost, “confusion worse confounded” is the 
work of the devil. 

It won’t be hard for you, in time, to allay 
our fear of you as sex-hounds, but it will be 
hard for you to reassure us that your scien- 
tific accomplishments are not termiting the 
moral structure of the Judeo-Christian tra- 
dition. 

Speaking of the Judeo-Christian tradi- 
tion brings me to why we think of you as 
gods. Throughout Judaism and Christianity, 
human beings have worshipped a god who 
understood their deepest thoughts—and who 
also offered a way of forgiveness or expia- 
tion for their sins. You psychiatrists hold 
a comparable position. You understand our 
deepest thoughts—and you offer us a way 
of forgiveness or expiation through your 
treatment. Thus you answer one of our 
greatest needs. And your power is colossal. 
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You combine the authority of the doctor in 
his white coat with that of the priest in his 
black robe. In both senses of the word you 
are awful to us: awful meaning horrible, 
when we think of you as machine or devil ; 
and awful meaning filled-with-awe, when 
we think of your power to understand us 
and help us achieve self-forgiveness. 

And now, finally, what can you do to help 
us outgrow our tendency to picture you as 
machine or devil or god? One thing, cer- 
tainly, is to be as human as you possibly can 
in your work and in your lives. When you 
make a speech or write an article or appear 
in court, scare up every scrap of humor 
you can find, for laughter is a wonderful 
leveler. Admit your own mistakes willingly ; 
if necessary, make up a few; tell how you 
forgot to pack one shoe or lost the address 
of where you were going. Also, mention 
your wives or husbands or children ; for hav- 
ing a family is a great common denominator ; 
perhaps even admit your own kids baffle you 
just as ours baffle the rest of us. And above 
all, get out of the clinic and the office and 
the laboratory: play golf on the public links ; 
accept a place on the local school board; 
tell us what you think about the H-bomb 
and the danger of war with Russia. For 
it is in the field of public life, politics if you 
will, that we need you as crucially as we do 
in the field of mental health. We today live 
in an age of dangerous demagoguery and 
dictatorship—and we need every bit of clear 
thinking and insight you can give. For ex- 
ample, I’d bet that this audience here tonight 
would be the toughest one in the world for 
a Hitler to whip up. You’d just sit there and 
look owlish and think how much he was like 
that patient you saw last week. And thus, by 
your knowledge, you’d be immunized against 
his poisons. Please, please, get out and share 
your experience; let us know what you be- 
lieve and what you really are. For our sakes 
and yours, get into the same human boat 


with the rest of us. For it’s only if we’re 
all in it together, professional and layman, 
that we'll manage to keep afloat. 


Postscript: 


The strongest impression this writer took 
home from Detroit was of the great kindness 
shown by the psychiatrists there. The second 
impression was of their great tendency to 
seek an analysand under every bush. 

The first indication of this particular psy- 
chiatric tendency came during the Round 
Table question period when a doctor rose 
to say that the only reason he could imagine 
that I had lived in New York until recently 
without meeting either a psychiatrist or any- 
one who had met a psychiatrist was that my 
acquaintances who were being analyzed were 
too embarrassed to admit they knew a psy- 
chiatrist. Perhaps this is correct; perhaps 
all my friends are being secretly analyzed. 
But I rather doubt it, because I have since 
met people who were being analyzed and 
they seemed to love to talk about it. 

The second indication of this tendency 
was the number of psychiatrists who came 
up the next day to ask me to my face whether 
I’d been analyzed—and the disappointment 
with which they greeted the news that I 
hadn’t. 

The third indication was when a psychia- 
trist friend just told me that a group of The 
Boys had sat around that night talking behind 
my back and had concluded that I was the 
typical analysand; that they’d never seen 
anyone who was more evidently a person 
just finishing analysis. This, I must say, 
filled me with consternation, partly because 
I didn’t know whether to take it as a compli- 
ment or an insult; partly because it showed 
that even a conference of psychiatrists can 
be wrong; and partly because it reminded 
me of those dentists who have insisted that I 
must have worn braces because my teeth 
happened to grow down in place. 
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THE VOLUNTEER WORKER AND THE PSYCHIATRIC HOSPITAL * 


A. H. FECHNER, M.D.,? anp JAMES H. PARKE, B. A., M. A. ® 
Washington, D. C. 


The purpose of this brief paper is to out- 
line some basic thinking and planning for the 
effective utilization of volunteer assistance in 
programs for patients in hospitals. 

It is proposed, in the general discussion to 
follow the presentation of the paper, to em- 
phasize various aspects of this thinking and 
planning that apply more specifically perhaps 
to hospitals in which there is a predominance 
of psychiatric patients. 

Irrespective, however, of the type of hos- 
pital concerned, there are certain principles 
that hospital management and staff, as well 
as the volunteer hospital workers, must fully 
understand and observe if the volunteer pro- 
gram is to be truly meaningful and helpful 
to the patients, to the hospital management 
and staff, and to the volunteers who partici- 
pate. Any other kind of volunteer program 
has no place in a hospital program. 

The volunteer participation of citizens of 
the community in programs for hospitalized 
patients is not new. Volunteers—both men 
and women—have been assisting in various 
phases of hospital activities for many years. 
Within recent years, however, there has come 
to be a fuller realization on the part of both 
lay and professional hospital staff that this 
volunteer effort represents an extremely im- 
portant potential, in the first place, of direct 
assistance in augmenting certain of their pro- 
grams in the care and treatment of patients 
and, in the second place, of indirect assis- 
tance in further establishing the hospital as 
part-and-parcel of the thinking and living of 
the community. 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

Sponsored by the VA and published with the 
approval of the Chief Medical Director. The 
statements and conclusions published by the authors 
are a result of their own study and do not neces- 
sarily reflect the opinion or policy of the Veterans 
Administration. 

2 Chief, Hospital Psychiatry Section, Veterans 
Administration, Washington, D. C 

8 Deputy Chairman, VA Voluntary Service Na- 
tional Advisory Committee, Veterans Administra- 
tion, Washington, D. C. 
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It is this “coming of age” of volunteer par- 
ticipation of members of the community in 
programs for men and women who are men- 
tally ill that has resulted in what one volun- 
teer leader has called “‘a new era in volun- 
teering.” This new era is a far cry from the 
Lady Bountiful approach to voluntary ser- 
vice when a do-gooder with a “lump in the 
throat and little in the head” tossed a package 
of cigarettes, a bar of soap, and a wash cloth 
on a patient’s bed and went home to chalk 
up another charitable deed. 

This new era has brought with it the vol- 
unteer who takes his or her volunteer work 
seriously, viewing the volunteer assignment 
as a definite job, which involves careful 
training, specific responsibilities to be met at 
a specific place and at a specific time, and 
which is an integral part of the hospital’s care 
and treatment program. Such a new-era 
volunteer is, of course, the highest type of 
volunteer. Not all volunteer hospital workers 
are of this type, just as, unfortunately, not 
all paid professional workers always fully 
live up to their job descriptions. 

The value of the contribution of the volun- 
teer to the hospital depends upon both the 
caliber of the volunteer and the caliber 
of handling of the volunteer by hospital 
management. 

Let us examine what is meant by the cali- 
ber of handling of the volunteer by hospital 
management. What is management’s respon- 
sibility to the volunteer? In the first place, 
management must know why it desires par- 
ticipation in its activities by members of the 
community and must establish at the outset 
its philosophy of voluntary service. The 
Veterans Administration did this in 1946 
when its Voluntary Service plan was inau- 
gurated. The basic philosophy has remained 
our guiding principle insofar as our volun- 
teer program is concerned. In summary this 
philosophy is as follows: 

The voluntary service program in VA hospitals 


presupposes that these stations are an integral part 
of the community in which they are located and 
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that the patients, as members of that community, 
are the responsibility of the entire citizen body. 

It is desired that a healthful association of pa- 
tients with members of the local community be 
maintained in order that the patient may restore 
confidence in himself through this normal associa- 
tion. To obtain this association, it is desired that 
community life be brought to the VA hospitals and 
that VA patients and domiciliary members be 
brought to the community life. 


It is essential that both the hospital staff 
and the volunteers be fully aware of the 
problems involved in bringing community 
life into the hospital; bringing patients to 
the community life; and, withal, provid- 
ing a healthful association of patients with 
members of the community. The hospital 
staff, which is charged with the respon- 
sibility for the care and treatment of the pa- 
tients, must also take the responsibility for 
supervising the volunteers and programming 
volunteer activities. 

The success of the volunteers, in their 
direct service, in providing supplemental as- 
sistance in programs for the patients as well 
as in their indirect service in acting as “pub- 
lic relations ambassadors” for the hospital, 
will be measured largely by the competence 
of the leadership given the voluntary service 
program by the hospital. 

The idea of voluntary service, with its 
pleasant picture of community support, is an 
idea that has had rather ready acceptance on 
the part of the hospital management and 
staff. The idea is, in general, philosophically 
acceptable. Such acceptance, however, with- 
out a corresponding “digesting” of the de- 
tails and responsibilities involved may well 
lead to an unhealthful association of patients 
with members of the community, It can 
easily result in the establishment of a group 
of uncontrolled, untrained, and even frus- 
trated volunteers, the frustration resulting 
from the intelligent volunteers’ recognizing 
that there is a volunteer job to be done but 
realizing that they are given either no gui- 
dance or only spasmodic guidance by the 
staff. Such volunteer workers will still be 
“public relations ambassadors” but, because 
of the lack of full and complete knowledge 
of the hospital’s function, their report to the 
community will hardly be the best type of 
public relations for the hospital. In other 
words, management and hospital staff must 


realize that with the volunteer program, as 
with other programs in the hospital, one does 
not get something for nothing. 

This price that management must pay for 
meaningful volunteer assistance leads us to 
the second point in regard to the handling of 
volunteers: the importance of establishing 
and maintaining the volunteer program as a 
definite part of the over-all hospital treat- 
ment plan. This important process requires 
careful and imaginative planning by hospital 
management and staff for the intelligent use 
of volunteer assistance; it requires a con- 
tinuing education of staff in the use of vol- 
unteers and a continuing education of the 
volunteers as to their place in the care and 
treatment of patients. 

There are several methods of approaching 
this integration of the volunteer programs 
into the over-all hospital program, of making 
the volunteer worker in fact a valued mem- 
ber of the “hospital team.” 

In the Veterans Administration we have 
one method which, as stated before, has been 
in operation since 1946. There are some as- 
pects of our particular method that will 
probably not apply in other situations. Per- 
haps, however, a brief description of VA 
Voluntary Service—which is a coordinated 
plan for the integration of volunteer assis- 
tance into the programs for veteran patients 
hospitalized in Veterans Administration in- 
stallations—will indicate some of the think- 
ing and planning we feel are essential in or- 
der to provide a volunteer program that is, 
in the first place, geared to the interests and 
tolerances of the patients; that is, in the 
second place, made an integral part of the 
hospital’s over-all treatment regime ; and that 
is, in the third place, meaningful to the vol- 
unteer workers participating in the program. 

There are four component parts to VAVS, 
which is the abbreviated title for Veterans 
Administration Voluntary Service. These 
are: the VAVS plan, the VAVS program, 
the VAVS Advisory Committee, and the vol- 
unteer hospital workers from the participat- 
ing veterans’ and welfare groups. 

The VAVS flan is the blueprint for the 
VAVS program. The VAVS Advisory 
Committee constitutes the steering group 
that in coordination with a chairman (who is 
a member of the hospital staff and who 
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represents the hospital manager) assists the 
staff in implementing the plan. The Advisory 
Committee, in addition to providing the vol- 
unteers, assists in guiding the volunteer 
workers in line with the blueprint that has 
been approved by the hospital staff. 

There is a VAVS National Advisory 
Committee composed of representatives of 
some 38 national veterans’ and welfare or- 
ganizations. This committee advises with 
members of the Central Office of the Vet- 
erans Administration in planning on a na- 
tional scale for volunteer participation of the 
members of their organizations in the hos- 
pital program. 

Each VA hospital has a similar advisory 
committee composed of representatives of 
local chapters or posts of these organizations. 
The hospital committees serve in both an 
advisory and an operational capacity. These 
committees are advisory in that, similarly to 
the national committee, they advise with the 
local staff in the planning for the use of vol- 
unteers in the VAVS programs. The local 
committees are operational in that the repre- 
sentatives on the committees recruit, from 
the organizations they represent, volunteer 
workers for participation in the VAVS 
programs. 

The meetings of the advisory committees 
offer the opportunity for the hospital staff to 
interpret to the representatives of the various 
groups in the community the hospital’s func- 
tion, the hospital’s needs, and the opportunity 
for community participation. The represen- 
tatives, in turn, take back to the members of 
their groups the hospital story. It is obvious, 
of course, that the success of the committees’ 
work will depend upon the caliber of leader- 
ship provided by both the participating or- 
ganizations and the hospital staff. 

There are many ramifications of the 
VAVS plan, particularly with reference to 
operational procedures, which there is not 
time in this brief outline to discuss. It may 
be helpful, however, to indicate some few of 
these %cedures to which attention should 
be given by hospital management if the vol- 
unteer program is to succeed. It is of par- 
ticular importance that these procedures 
should be considered by the staff of hospitals 
where there is a predominance of psychiatric 
patients. 


Mention has already been made of the 
need for careful pre-planning for the use of 
volunteers and of the need for full under- 
standing on the part of the professional staff 
as to how to use volunteer assistance. A hos- 
pital staff guided more by enthusiasm than 
by a realistic approach to volunteer aid may 
easily find hundreds of well-meaning but 
confused volunteers bringing chaos into the 
hospital. 

The selection and screening of volunteer 
workers to fit into the planned programs for 
the patients is a joint responsibility of the 
hospital staff and, in the case of the VAVS 
plan, the representatives of the participating 
organizations. The responsibility for the ini- 
tial screening of volunteer workers rests with 
the voluntary service organizations partici- 
pating, or desiring to participate, in the hos- 
pital program. The initial screening not only 
determines the volunteer’s ability to perform 
a specific job but also the individual’s suit- 
ability for contact with mentally ill patients. 
Subsequent to the initial screening by the 
voluntary service organization, the volunteer 
is further screened by the psychiatrist and 
staff member directly concerned with the as- 
signment and supervision of the workers. 
Obviously, not all would-be volunteers are 
temperamentally suited to work with psychi- 
atric patients. 

Following the selection and screening proc- 
ess, the hospital staff has the very definite 
responsibility of providing orientation and 
indoctrination for the volunteers. The vol- 
unteers should not only know, from the staff 
charged with operating the hospital, the con- 
cept of medical care and the particular jobs 
of the particular hospital staff, but also know 
their relationship to this staff and the rela- 
tionship of what they are doing to the over- 
all hospital program for the patients. 

The orientation and indoctrination course 
is the introduction of the volunteer worker 
to the hospital and its staff. It provides the 
volunteer worker with an understanding of 
the nature and significance of the volunteer 
program. Volunteers assigned to work with 
psychiatric patients require additional orien- 
tation and indoctrination because of the need 
for a proper psychological approach and atti- 
tude on the part of the volunteer toward the 
patients. The volunteers should know the 
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modern attitude of medicine and psychiatry 
toward mental illness and know something of 
symptoms and their meaning in mental ill- 
ness. The emphasis should be placed on pa- 
tient behavior and reactions rather than on 
diagnosis. The course should include discus- 
sion of the various therapeutic regimes, since 
rarely is there a single approach to the treat- 
ment of a mental illness. There are numerous 
approaches integrated into a program to meet 
the total needs of the person. The contribu- 
tions of the volunteers to this integrated pro- 
gram should be fully explained. It has been 
our experience that it is most important for 
the hospital staff to discuss all phases of the 
matter to be covered in terms understandable 
to the layman. 

The proper placement of the volunteer 
worker necessitates the same general type of 
planning as the proper placement of paid 
staff. The initial phases of planning for such 
proper placement come during the prelimi- 
nary planning of programs and the selection 
and screening of the workers. The orienta- 
tion and indoctrination course offers further 
assistance in putting the right volunteer in 
the right volunteer job; and follow-up in- 
terviews provide still further opportunity for 
proper placement. 

“On-the-job” supervision and instruction 
of the volunteers by the staff member to 
whom the volunteers are assigned serve not 
only to integrate the volunteer into the “hos- 
pital team” but also to inform the volunteers 
of “what the doctor has ordered” for the pa- 
tients and to provide the controls to assure 
the following of the doctor’s “prescription.” 
There is created in the mind of the volunteer 
a sense of responsibility to the hospital and to 
the patients as a result of the hospital staff’s 
realization of its responsibility to the volun- 
teer. 

This brief outline of a plan for organiz- 
ing and administering a volunteer program 
should indicate, as stated, that one does not 
get something for nothing; there is a price 
tag on voluntary service. This price that 
hospital management and staff must pay for 
a meaningful volunteer program has been de- 
scribed in outlining the responsibilities in- 
volved. The Veterans Administration feels 
that the returns from voluntary service, in 
terms of direct supplemental assistance in 


activities of the veteran patients and in terms 
of indirect assistance to the patients through 
information about the hospital by the volun- 
teers to the community, are more than worth 
the price. In fact, so important does the 
Veterans Administration feel the program to 
be that it has assigned a staff member, who 
spends a major portion of his time working 
with hospital staff and volunteers, to the job 
of coordinating voluntary service at each 
hospital. The activities in which voluntary 
service plays an important part are, among 
others, in such services as chaplaincy, library, 
nursing, physical medicine rehabilitation (in- 
cluding occupational therapy, manual arts 
therapy, and educational therapy), recrea- 
tion, and social service. We feel that we get 
more than value received for the expenditure 
of time and energy and effort on the part 
of the staff. 

In the 34 VA hospitals with a predomi- 
nance of psychiatric patients, there are ap- 
proximately 20,000 regularly scheduled vol- 
unteer workers providing 80,000 hours each 
month. These statistics do not indicate the 
number of volunteers working with psychi- 
atric patients hospitalized in the approxi- 
mately 100 other VA hospitals. It is interest- 
ing to note that the number of regularly 
scheduled volunteers in the VA hospitals has 
increased each year since the inauguration 
of the VAVS plan in 1946. 

As has been indicated, there are various 
methods of approaching the establishment of 
a hospital volunteer program. The VAVS 
plan is based on the approach that the 
Veterans Administration will work largely 
through the veterans’ and welfare organiza- 
tions in carrying forward its volunteer pro- 
gram. 

This approach was taken because there is 
a long history of volunteer service by these 
organizations in the veterans’ hospitals. It 
was also taken because of our belief that in 
planning for the years to come the interpre- 
tation of our hospital plans and programs 
to the leaders of these interested groups will 
result in their interpreting, in turn, to their 
thousands of members over the country the 
opportunities as well as the responsibilities 
of participation of the American community 
in these plans and programms for men and 
women who are mentally ill. 
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Today a number of drugs are used to 
produce abnormal mental states that phe- 
nomenologically resemble functional psycho- 
ses. Because of the shortness of time we 
would like to confine ourselves to discussing 
the emotional reactions seen under the in- 
fluence of mescaline, reserving for a later 
communication the comparison of mescaline- 
produced mental pictures with those pro- 
duced by other drugs like lysergic acid, 
ACTH, pervitin, etc. 

Mescaline was used extensively by Ber- 
inger, Zucker, Kliiver, Stocking and Gutt- 
mann, and many others. They used mescaline 
preeminently to compare emotional states 
produced by the drug in normal individuals 
with those of persons suffering from schizo- 
phrenia or depressions, being interested in 
some of the allegedly analogous phenomena 
seen in these drug-induced states with schizo- 
phrenia. 

We used mescaline and a number of other 
drugs on a fairly large number of patients 
and also on some “normal” controls who 
volunteered for the experiment. We were 
able to confirm all the previous observations 
that were made with the drug. On our 
“normal” controls we observed the following 
manifestations, which we are describing here 
in a condensed form: 

Synthetic mescaline, which is a cortical 
stimulant, was given intravenously in dosages 
‘of 0.4-0.6 gram. Its effect, beginning dur- 
ing injection and shortly after administration 
and lasting 10 to 12 hours, is exhibited in a 
variety of physical signs such as pallor or 
flushing ; restlessness ; dilated pupils ; impair- 
ment in pain sensation, spatial discrimina- 
tion, and body orientation; tremor; inco- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
1-5, 1950. 

From the Department of Research Psychiatry, 
New York State Psychiatric Institute, New York 
City; College of Physicians and Surgeons, Co- 
lumbia University, New York City. This work 
was done in collaboration with Dr. James P. Cat- 
tell, Dr. Harry H. Pennes, and Dr. Gilbert H. 
Glaser. 
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ordination; etc. Psychotic manifestations 
occur in a state of clear consciousness. Vis- 
ual hallucinations are outstanding, vivid and 
changing, filled with condensations, symbol- 
izations, and infantile wish-fulfilling fan- 
tasies; they dominate the individual. Audi- 
tory hallucinations usually start as an idea 
and then the concept is projected and heard 
from the outside. The individual has all 
kinds of somatic sensations—alteration or 
loss of parts of the body, electricity, etc. 
Other phenomena include paranoid, grandi- 
ose, or hypochondriacal delusions ; misinter- 
pretation of environmental situations; de- 
personalization experiences ; disturbances of 
thought (incoherence, flight of ideas, block- 
ing, etc.) ; speech disorders; motor distur- 
bances; ambivalence; negativism. Formal 
intelligence does not suffer but certain part- 
functions are impaired. There is a divorce 
of intellect from other functions of the , 
psyche. Perceptions of time and space are 
distorted. Synesthesia, e.g., “color-hearing” 
or “sound-seeing,” is a frequent experience. 
Depression or euphoria, sometimes anxiety | 
and fear, are often expressed. Under mes- 
caline the subject lacks insight into his mental 
condition and often has amnesia. 

We were impressed by the fact that our 
“normal” controls did not display much 
anxiety and apprehension during the experi- 
ment. Only two showed rather marked ap- 
prehension and expressed paranoid delusional 
material. These two “normal” controls are 
persons where a schizothymic personality 
makeup can be suspected. 

We tried comparing the reactions of 
schizophrenic patients under the influence of 
the drug with the clinical picture seen in 
the so-called “normals.” Our schizophrenic 
case material was subdivided into overt 
schizophrenics where no or moderate de- 
terioration was present, into chronic deterio- 
rated schizophrenics, and into the so-called 
pseudoneurotic or attenuated schizophrenic 
patients. These 3 different groups of schizo- 
phrenic patients revealed the following: 

The overt nondeteriorated schizophrenics 
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in the first group showed, with very few 
exceptions, a marked accentuation of their 
schizophrenic symptomatology in the emo- 
tional and intellectual sphere with more 
marked disorganization than in the ‘“‘normal”’ 
controls. The patients were able to differen- 
tiate some of the elementary hallucinatory 
and illusory experiences from the autogenous 
ones, but not invariably so. Generally speak- 
ing, the drug heavily underscored the exist- 
ing schizophrenic symptomatology of the 
patient and at times elicited dynamic ma- 
terial, for instance, preoccupation with homo- 
sexual conflicts, which had not been ver- 
balized by the patient before. 

In the second group of chronic deterio- 
rated schizophrenics where the affect did not 
appear to be very much blunted, mescaline 
was able to underscore the schizophrenic 
symptomatology in much the same way as 
in the first group. In those schizophrenics, 
however, who appeared to be “burned out,” 
where a marked emotional blunting, apathy, 
and indifference, often associated with in- 
tellectual deterioration, were present, mes- 
caline did not produce much underscoring 
even though these patients, similar to the 
“normal” controls, complained of the phys- 
ical symptoms described above and often 
showed elementary visual hallucinations or 
disturbances of the body image. 

Rather interesting observations were made 
in the pseudoneurotic schizophrenics. These 
patients prior to the drug experiment dis- 
played phobic or obsessive-compulsive mani- 
festations. They also had complaints of 
depersonalization but were well integrated 
and did not display many signs of schizo- 


phrenic thinking. They usually complaiied — 


about tension and anxiety. They made the 
superficial clinical impression of a person 
suffering from an anxiety hysteria or ob- 
sessive-compulsive neurosis. In these pa- 
tients the drug produced typical schizophrenic 
pictures. They differed from the schizo- 
phrenic-like pictures seen in “normal” con- 
trols in that they displayed a much more 
marked intellectual disorganization and less 
awareness of reality. Marked underscoring 
of their emotional patterns occurred and the 
anxiety sometimes heightened itself to actual 
panic. They did not take the depersonalization 
experiences passively as did the “normal” 


controls, but suffered intensely from them. 
Quite often new psychodynamic material was 
added to the previously known clinical pic- 
ture and hallucinations and delusions oc- 
curred similar to those observed in schizo- 
phrenic patients. These patients had a much 
less time-and-reality control than the “nor- 
mals.” They were dominated by their hal- 
lucinatory and delusional experiences and 
behaved toward them as schizophrenic pa- 
tients do. We feel that in this group the 
drug actually precipitated a_ short-lived 
schizophrenic episode similarly seen in these 
individuals under stress situations. 

A great deal of material will have to be 
gathered to decide if mescaline produces a 
schizophrenic picture only in individuals who 
have a schizothymic temperament. Stocking 
is of the opinion that only schizoid indi- 
viduals develop these schizophrenic-like re- 
actions to mescaline. We do not have suf- 
ficient data to prove or disprove this opinion, 
but our evidence to date suggests that under 
the drug a complete schizophrenic disorgan- 
ization is much more prominent in schizo- 
phrenics and latent schizophrenics than in 
“normal” subjects. The experiences of the 
“normals” are more like organic reactions 
with some schizophrenic features. On the 
other hand, in schizophrenics and latent 
schizophrenics the drug is able to heighten 
the schizophrenic disorganization of the in- 
dividual both emotionally and conceptually 
and, therefore, is very valuable for the study 
of schizophrenic structures. At present we 
would like to refrain from theorizing as to 
what is actually happening in these patients 
under the drug, but only point out the some- 
what overlooked fact that mescaline empha- 
sizes schizophrenia in the schizophrenic in- 
dividuals, and especially so in the so-called 
borderline schizophrenics. 

To illustrate some of the points made, we 
would like to report in an abbreviated way 
3 case histories representative of the 3 groups 
of schizophrenic patients. 

In the first group of overt schizophrenics, a 
22-year-old male patient was diagnosed as schizo- 
phrenia, hebephrenic type. He had suffered for 
6 years from depression, anxiety, feelings of being 
dominated by his mother and 3 sisters. There were 
numerous obsessions and compulsions, much suspi- 


cion, deviant sexuality, compulsive masturbation, 
homosexuality, exhibitionism, transvestitism. 
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He also displayed inappropriate affect and some 
scattering. Under the influence of mescaline he 
showed the following emotional alterations: severe 
silliness and inappropriateness with outbursts of 
uncontrollable laughter at minor stimuli. His be- 
havior was that of a markedly regressed person 
with surliness and irritability. Sometimes he felt 
the urge to smash everything and at times would 
beat the wall with his fists. There was intermittent 
suspiciousness and anxiety. His stream of mental 
activity became stereotyped to a high degree. He 
was also slow, negativistic, and blocked. In addi- 
tion to his symptoms he had some nausea, visual 
hallucinations, feelings of lightness in the body and 
synesthesia. The drug markedly exaggerated the 
intellectual and emotional fragmentation that the 
patient had displayed without mescaline, especially 
the regressive behavior, silliness, inappropriateness, 
hostility, negativism, and intellectual fragmenta- 
tion. This patient received a topectomy and im- 
proved after the operation. Three months post- 
operatively he was again examined under mescaline. 
In this interview he again displayed all the symp- 
toms shown in the preoperative mescaline inter- 
view. Again the basic schizophrenic manifestations 
were highlighted during mescalinization and the 
psychosis was reactivated for a few hours with the 
same intensity as previously seen. 

In the second group, a 24-year-old male was 
diagnosed as suffering from chronic deteriorated 
schizophrenia, catatonic type. He was markedly 
blocked, perplexed, fearful, and ambivalent. Mental 
trend could only be obtained with difficulty be- 


‘cause he was nearly mute. Under mescaline he 


spent most of the time lying in bed with eyes 
closed in a sort of a frozen fear ; verbal productivity 
was just as low or lower than usual. He displayed 
signs of ambivalence, was greatly perplexed, and 
there were slight cataleptic phenomena. He re- 
mained unresponsive and unproductive during mes- 
caline interview. Some of his catatonic behavior 
was somewhat accentuated. Essentially, however, 
he did not change much under the influence of the 
drug. 

In the third group a 36-year-old male was diag- 
nosed as pseudoneurotic schizophrenic. He had 
been treated for many years with psychoanalytic 
therapy because of diffuse anxiety, marked depres- 
sion with suicidal attempts on several occasions, 
inability to concentrate, complaints of inability to 
form affective relationships, and failure to establish 
himself socially, occupationally, and sexually. Out- 
standing among his complaints was the constant 
feeling of tension and anxiety, constant perspira- 
tion, and the inability to relax. Under mescaline 
he complained about a peculiar taste in his mouth, 
a feeling of cold, and some difficulty in swallowing. 
He had some visual hallucinations. He saw dragons 
and tigers coming to eat him and reacted to these 
hallucinations with marked anxiety. He also had 
some illusionary distortions of the objects in the 
room. The emotional changes were apprehension 
and fear—at times mounting to panic, persecutory 
misinterpretation of the environment, fear of death, 
intense irritability, suspiciousness, perplexity, and 
feelings of depersonalization. He verbalized the 


3 


feelings of depersonalization as “floating out of 
space,” seemed “between this life and the next,” 
and had the feeling of being born. The paranoid 
content concerned essentially why the doctors 
were taking notes and fear that he would be at- 
tacked by them. He also expressed an ecstatic 
grandiose trend of having the feeling that he was 
God in heaven and then, however, had the feeling 
of suddenly being in hell. He also showed intel- 
lectual changes, namely, scattering, irrelevance, 
perseveration, blocking, and clang associations. 
The mental picture was that of a typical schizo- 
phrenic psychosis while the drug influence lasted. 
This patient received transorbital lobotomy and 
showed temporarily a marked improvement in all 
his symptoms, losing most of his tension and 
anxiety. Postoperatively he was again placed under 
mescaline. Basically the same manifestations were 
elicited as prior to the operation with the exception 
that quantitatively the symptoms were not as marked 
as before. 


There are at present insufficient data to 
warrant using mescaline for a reliable dif- 
ferential diagnosis. Evidence to date sug- 
gests that the drug, which is able to produce. 
schizophrenic-like reactions in normal /is 
able to underscore or precipitate schizo- 
phrenic disorganization in persons suffering 
from overt or latent schizophrenia. We have 
tried to influence the mescaline intoxication 
state with different methods. The mescaline 
intoxication is little affected by suggestion 
or persuasion. To some extent reassurance 
allays the patient’s anxiety but has only a 
very temporary effect. Hypnosis was tried 
but was very difficult. Usually it does not 
influence the patient’s clinical picture, es- 
pecially the hallucinations. The patient is 
usually so dominated by his experiences that 
he does not respond to hypnosis. Electro- 
shock treatment was also tried on patients 
while under mescaline intoxication. It did 
not influence the clinical symptoms at all. 
The patients continued to behave in the same 
way as prior to electroshock treatment. Elec- 
troshock, therefore, has no influence on mes- 
caline-produced mental states. Sodium suc- 
cinate was recommended as an antidote for 
mescaline, but in our hands did not produce 
many positive results. We believe the easiest 
way to counteract the action of mescaline is 
to inject sodium amytal intravenously, which, 
before it produces any sleep reaction, elimi- 
nates the affective component of mescaline 
action. 

As the case histories indicated, we also 
used mescaline to study the clinical structure 
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before and after psychosurgery. Here the DISCUSSION 
interesting observations emerged that the Dr. Watrter BRoMBERG (Reno, Nev.).—The 


basic structure of the psychosis and neurosis 
in patients after operation appeared to be 
the same as before the operation took place. 
This was especially impressive in relation- 
ship to anxiety in the pseudoneurotic group 
of schizophrenics where, after the operation 
was performed, the drug was able to reac- 
tivate the anxiety and obsessiveness. In 
overt schizophrenic patients the psychosis 
was reactivated, indicating that qualitatively 
the patient remained the same. However, a 
difference was noted in the intensity of symp- 
toms under mescaline before and after op- 
eration. The severity of the response in 
improved patients was impressively less than 
prior to the operation, indicating that we 
are dealing in psychosurgery with a pro- 
cedure that reduces quantitatively the emo- 
tional symptom but does not alter its quali- 
tative structure. 

At present we have been able to call atten- 
tion only to a few of the above-described 
observations, hoping in the future to be able 
to document extensively the statements we 
have made and also show the relationship 
of mescaline-produced abnormal states to 
other drug-induced emotional conditions. 


SUMMARY 


Intravenous injection of synthetic mes- 
caline was used in a group of schizophrenic 
patients and on “normal” voluntary controls. 
The changes produced by mescaline in “‘nor- 
mals” were described. In addition, the ob- 
servations were made that mescaline is able 
to underscore in patients suffering from 
schizophrenia their schizophrenic symptoms 
or able to precipitate schizophrenic psychoses 
in pefsons suffering from latent schizo- 
phrenia. Different “therapeutic measures” 
were discussed as applied to the mescaline- 
produced abnormal mental states. 

Mescaline was also given to a number of 
patients before and after psychosurgery. It 
was found that with mescaline it was possible 
to reactivate the psychosis in patients who 
improved after psychosurgery but that their 
response to the drug was quantitatively less 
conspicuous than before. 


experiments by Dr. Hoch reported here concern 
a very interesting drug, the effects of which are 
very difficult to assay. Experiments with mescaline 
have marked similarities to experiments with other 
cerebral intoxicants such as marihuana, which 
produce psychologic effects. I was particularly 
struck by his findings, among normals subjected to 
this drug, in areas of disturbances of thought, time 
perception, depersonalization, body image percep- 
tion, etc., compared to those found among normals 
subjected to marihuana. The relative absence of 
anxiety among normal individuals is a little un- 
usual, since that was found to be the basic emo- 
tional reaction in some cases of marihuana intoxi- 
cation that developed into a transitory psychosis. 
In alcoholic psychosis, the anxiety preceding an 
attack of delirium tremens or acute hallucinosis 
also seems to be related to reactions of changed 
body-image perception and time-and-space dis- 
turbances. One sees regularly, in the hallucinations 
and delusions projected by toxic alcoholics, the 
direct relationship between disordered perception due 
to the cerebral effect of the drug and the uncon- 
scious fear engendered in the subject because of 
changed perception in the form of castration and 
dismemberment symptoms. 

A similar situation was observed in the drug 
called peyote, which I recently studied, used by 
the Western and Mexican Indians as part of a 
religious ritual. Visual hallucinations, ecstatic 
states, and body-image perception changes were 
noted in the users of peyote where the phenomena 
are tied into an Indian cosmology in the “Peyote 
religion.” Some of the Indians show a kind of 
schizophrenic reaction with negativism and stupor, 
but more often the condition that developed tran- 
sitorily can be compared to the pseudoneurotic 
schizophrenic picture described in Dr. Hoch’s ex- 
periments. It is interesting that the Indians studied 
showed a different personality when under the drug 
peyote, than before and after its use, with little 
effect in the nature of a chronic mental state. 

All these drugs produce fundamental effects, not 
only on the cerebrum, but on whatever structures 
subserve the personality. It seems there is no 
specific effect of these drugs. It is possible also 
that the drugs being discussed bring about these 
psychotic pictures, as well as intensification of 
psychoses, because of the disintegration of per- 
ception due to the drug as it acts on the patient. 
This can be seen more clearly in alcoholics, for 
example, where the disintegration of touch per- 
ception due to alcoholic toxicity on the nerves 
becomes transformed into illusions and delusions of 
insects running over the skin. As judged by Hoch’s 
experiences and others already mentioned, the best 
one can say by way of explanation of the action 
of these drugs is that they somehow injure per- 
ception and increase psychic activity in the di- 
rection of the basic disease process or personality 
setup already present. As with Hoch’s schizo- 
phrenics, where mescaline heightened the schizo- 
phrenic disorganization of the patient, the drug acts 
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as a sort of “magnifying glass,” bringing into focus 
and enlarging the basic emotional and intellectual 
patterns inherent in the organism. This suggestion 
seems to receive point from the author’s observa- 
tion that the intensity of symptoms under mescaline, 
before and after lobotomy, vary only quantitatively 
and not qualitatively. 

This study is in an area that could produce im- 
portant facts to add to our understanding of the 
functional nervous illnesses, and the author is to 
be congratulated on his careful and imaginative 
work, 


Dr. Victor H. Vocer (Lexington, Ky.).—The 
Public Health Service Hospital at Lexington exists 
for the purpose of treating persons addicted to the 
drugs controlled by the Harrison Narcotic Act. 
Among these are peyote and mescaline. In more 
than 13,000 admissions in 15 years, we have never 
treated a patient for addiction to either of these 
substances. Indeed, we do not know if these drugs 
are addicting in the sense that tolerance and physi- 
cal dependence develop with chronic use, or whether 
abstinence illness follows withdrawal. Peyote is 
taken by the Indian in connection with periodic re- 
ligious ceremonies, and, so far as we know, is never 
chronically taken. 

Our research department has recently admin- 
istered mescaline to about 15 ex-narcotic addicts 
with results quite similar to those reported by Dr. 
Hoch. We have administered mescaline, both 
intramuscularly and orally, and have found that 
the most suitable dose is from 5 to 6 mg. mescaline 
sulfate per kilogram body weight, orally. Doses 
larger than this produce intensely disagreeable 
side reactions and apparently do not increase the 
number of individuals who experience hallucina- 
tions; in fact, we found that higher dosages pre- 
vented the appearance of hallucinations. From 
Dr. Hoch’s paper, it appears to be clear that it is 
safe to administer the drug intravenously in large 
amounts. 

A few additional observations of ours may be 
of interest. The dosage required to produce gross 
changes varies in different individuals. The ob- 
jective changes induced include mydriasis, flushing 
of the face, elevation of blood pressure, increased 
sweating, fine or course tremors of variable fre- 
quency, exaggerated tendon reflexes, often with 
well-sustained clonus but without positive Babinski 
signs, and reduction of the alpha percentage in the 
EEG with increased prominence of low-voltage fast 
activity. It is noteworthy that the tremors come 
and go and affect different extremities at different 
times. The tremor frequency has no relation to 
alpha or other frequencies in the EEG. The sub- 
jective symptoms include anxiety, distortion of 
space and time, illusions, and usually visual, oc- 
casionally auditory hallucinations. With large 
doses and corresponding very marked sympathetico- 
mimetic and neuromuscular effects, hallucinations 
usually do not occur. The hallucinations and pe- 
riods of absence of alpha activity in the EEG are 
not synchronous. The hallucinations are usually 
those of lights, “snow,” geometric figures, and 
vivid colors of all sorts. Insects are frequently seen. 


We have not investigated the symbolic content, 
if any, of these hallucinations. We have not been 
able to correlate the personality changes produced 
by mescaline with our premedication knowledge of 
the subject’s personality except in one striking in- 
stance. This was that of one subject in whom a 
premedication Rorschach test revealed latent schizo- 
phrenic traits. Clinically he showed an exhibition- 
istic, attention-seeking, clownish sort of personality, 
undoubtedly defensive against deep-seated anxiety. 
After mescaline he displayed posturing, mannerisms, 
inappropriate affect, and paranoid delusions (hunt- 
ing for FBI agents, listening to taps on water 
pipes, etc.) strikingly like those seen in schizo- 
phrenic patients. After the mescaline effect wore 
off, these changes disappeared. This patient ap- 
peared to lose contact with his environment, but 
the others were perfectly oriented and in contact 
despite the marked changes produced by mescaline. 

We have not observed synesthesia. Except in 
one instance, all our drug addicts had insight and 
most of them became exceedingly apprehensive 
under mescaline. Acute intoxication with mesca- 
line presents a striking resemblance to acute in- 
toxication with cocaine. We have not given mesca- 
line to overt schizophrenics. 

We have also studied antidotes to mescaline. 
Intravenous barbiturates are most effective in 
abolishing all the signs of mescaline intoxication 
as well as the symptoms. Morphine is ineffective. 
Etamon (tetraethylammonium chloride, which para- 
lyzes autonomic ganglia) seems to restore alpha 
rhythm but does not affect the anxiety or halluci- 
nations. 

It is noteworthy that, in latent schizophrenics, 
intravenous barbiturates or mescaline produces 
similar accentuation of psychotic trends, yet the 
EEG changes are not at all comparable. Likewise, 
etamon may alter the EEG in the direction of 
normality, yet has no effect on subjective experience. 
Evidently, although acting in opposite directions, 
barbiturates and mescaline reduce ego-strength, al- 
lowing repressed material to reach consciousness. 
When given together, these drugs counteract each 
other physiologically, and ego-strength is not 
impaired. 

The diethylamide of lysergic acid produces a 
very similar clinical picture; optical and auditory 
hallucinations are present. Some of the hallucina- 
tions under lysergic acid also are of paranoid type. 
The side reactions of lysergic acid are similar to 
those of both mescaline and cocaine, but are not 
as marked. Lysergic acid is outstanding in that 
these phenomena are produced with very minute 
doses—0.02 to 0.1 mg. Since side reactions with 
lysergic acid are not as severe as those after mesca- 
line, it might be a more useful compound than 
mescaline in studying experimentally induced psy- 
choses, or in uncovering latent psychoses. 

The exciting possibilities of research with ex- 
perimentally produced psychoses are apparent, 
and I hope that Dr. Hoch will be able to continue 
his work as he plans. 

I am indebted to Dr. Harris Isbell and Dr. 
Abraham Wikler of our research staff for the 
substance of my discussion. 


= 
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A STUDY OF DREAMS IN SCHIZOPHRENIA AND 
ALLIED STATES * 


DOUGLAS NOBLE, M.D., Wasutncron, D. C. 


The similarity of the mental processes of 
schizophrenics to those of the dream states 
of healthy persons has been emphasized by 
Jung and other writers. Few studies have 
been made, however, of the actual dreams 
that occur in the course of schizophrenic 
illness. 

Otto Kant studied 200 dreams from 12 
schizophrenic patients of various subtypes, 
with the following conclusions: (1) There 
were no dreams that were specific for schizo- 
phrenia and schizophrenics dream as often 
as normal people. (2) The schizophrenic 
has an instinctive understanding of the mean- 
ing of “symbols.” (3) The study of the 
dreams of schizophrenics has little thera- 
peutic value. 

It is notable that Kant makes no reference 
to the rich transference material revealed in 
the dreams he reports, and his pessimism as 
to the value of dreams may be attributable 
to this omission. 

Louise Despert emphasized the close con- 
nection between dreams, fantasies, and play 
life of the child. She found that the behavior 
of young preschool children differed mark- 
edly from that of schizophrenic children in 
their ability to differentiate real and fan- 
tasied experiences. 

Trapp and Lyons found in a small group 
of patients that hallucinatory experiences 
continued during sleep with an accompani- 
ment of dreams. 

Rosenfeld reports that his paranoid schizo- 
phrenic patients experienced fearful dreams 
of being entered into, or of being over- 
whelmed. 

Fromm-Reichmann quotes clinical reports 
by Spottswood, Hartz, and Lidz in which 
significant improvement was anticipated by 
dreams and was subsequently accomplished 
when these dreams were studied with the 
aid of collaborative interpretation. 

This paper concerns itself with a study of 


1 Read at the 106th annual meeting of The 


American Psychiatric Association, Detroit, Mich., 
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a number of dreams from schizophrenic and 
borderline schizophrenic patients, with par- 
ticular reference to a small group who had 
achieved either social recovery or recovery 
with improved adaptability under intensive 
psychotherapy. In reviewing the material, 
consideration was given to the function of 
the dreams, to their form and content, to 
changes in their character during the course 
of illness, and to the use that was made of 
them in psychoanalytic psychotherapy. 

It is generally agreed that, in the psycho- 
neurotic patient and in the healthy person, 
the dream aims to serve integrative and pro- 
tective functions. It is useful to inquire 
whether similar purposes are served by the 
dreams of schizophrenics. 

In the welter of buried material that with 
the onset of an acute schizophrenic illness 
erupts into awareness, what is ordinarily the 
latent content of dreams is clearly exposed. 
Primitive, destructive impulses are freely 
expressed ; incestuous wishes often are re- 
vealed. At the same time the acutely schizo- 
phrenic patient may report dreams, the con- 
tent of which would provoke considerable 
anxiety in less disturbed people without more 


visible emotions than accompanies his other . 


utterances. This may indicate that the ab- 
sence of emotion is in itself a protection 
against even greater overwhelming anxiety. 
As to the integrative function, one would 
wish to ascertain whether, as in schizophrenic 
children, the dream contains reminders of 
reality, whether it reveals connecting links 
between the present and the past, or indicates 
unrecognized factors in or barriers to the pa- 
tient’s relationship with the physician. 
These observations lead to the question of 
what psychotherapeutic use can be made of 
the dreams of schizophrenics. The work of 
Fromm-Reichmann and others has indicated 
that the classical method of analysis, includ- 
ing dream analysis, has proved of no value 
in the treatment of acute schizophrenic ill- 
ness. The guiding principles of therapy dur- 
ing the acute phase are concerned with 
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dynamic, direct discussions of the circum- 
stances surrounding the onset of the patient’s 
illness and their genetic implications. During 
the postpsychotic stage, more spontaneous 
association from the patient is encouraged. 
The recognition of the inapplicability of 
classical dream analysis to the treatment 
of schizophrenics has resulted in a tendency 
to discard altogether the study of their 
dreams, and it is therefore timely to enquire 
whether, in the modified techniques that are 
now being developed, the dreams can be 
therapeutically utilized. 

With these questions in mind, a number of 
dreams all from schizophrenics and border- 
line schizophrenic patients who had received 
intensive psychotherapy for varying periods 
were studied. The patients described as bor- 
derline presented an admixture of hysterical, 
obsessional, and schizophrenic symptoms, but 
although close to psychosis for some years 
did not have outbursts of acute schizophrenia. 
Because of the limits of this paper, it was 
decided to illustrate the problems under in- 
quiry with excerpts from the clinical data, 
which, it is hoped, speak for themselves. 


CLINICAL DATA 


(1) A 30-year-old woman manifested an acute 
schizophrenic illness in which alternating periods 
of agitation and stupor featured the picture. Dur- 
ing the first few weeks of psychotherapy she spoke 
only a few sentences during therapeutic interviews. 
She did relate, however, several brief but signifi- 
cant dreams. The first dream was: 

“My mother was shouting at me.” She added 
slowly, “I was thinking of a girl being killed; my 
father was the first man I had relations with.” 

In a subsequent interview she reported another 
dream: 

“I was frightened and called for the doctor.” 

When the patient could talk more freely, she 
explained that during her stuporous state she had 
had a conviction that it was wrong to talk; she 
related this to warnings against talking received 
from her older sister. She had also remembered at 
the same time, that “You were supposed to tell 
your dreams to psychoanalysts” and had done so. 
These early dreams reported by the patient from 
motives of duty were not analysed till long after 
they occurred. Instead, a strong attachment formed 
to the therapist early in treatment was followed by 
a “social recovery” and a phase in which the patient 
denied her need of further treatment. She con- 
tinued to come, though reluctantly, to interviews 
and reported during this phase a series of dreams 
that clearly indicated the presence of the conflicts 
she was consciously denying. For instance, while 


asserting that her relations with her husband were 
good, she dreamed of separating from him. 

During the remaining course of treatment, which 
continued for 4 years, experiences of the patient’s 
psychotic phase were frequently reactivated by her 
dreams. Gradually, these experiences became at- 
tenuated and although the patient was periodically 
depressed, she did not relapse into psychosis. 

In this instance the major value of the dreams 
lay in the facts that (1) for a period early in treat- 
ment she was able to talk of nothing else, that (2) 
during the convalescent period, dreams reactivated 
the conflicts expressed in her psychosis that had 
been partially re-repressed and that (3) during the 
phase of denial the dreams helped the therapist to 
maintain his orientation as to the nature of the 
patient’s problem, and also helped keep the patient 
in treatment since the dreams seemed to have pro- 
duced sufficient doubt in her mind regarding her 
protestations of health that she did not act upon 
them. 

The content of this patient’s dreams did not show 
any characteristics specific for schizophrenia except 
that they were often clearer and less disguised state- 
ments of her problems than are usually observed 
with psychoneurotic patients. 


(2) A 30-year-old man sought treatment at the 
onset of his second schizophrenic illness. His acute 
disturbance subsided after a brief period of hospital 
treatment, but he remained in a borderline psychotic 
state during the next 2 years of psychotherapy, and 
sustained one relapse into psychosis. 

Dreams were only occasionally reported, though 
feelings of rejection by the therapist were some- 
times revealed by dreams in which the patient be- 
came a person of great importance. During the 
disturbed period incest dreams occurred without 
noticeable increase in affect; there were also 
dreams in which the patient’s hostile feelings toward 
his mother were exposed. For example, “I had a 
dream that my mother was jumping at me so that 
my insides were disturbed.” 

During the latter part of treatment when acute 
symptoms had subsided, and some renewed repres- 
sion had occurred, dreams were reported more fre- 
quently and were associated with more anxiety. 

Dream: I was with Mrs. A. [a middle-aged 
woman patient]. She said, “If you will have inter- 
course with me, I will spare your life.” “That was 
a terrible dream.” 

A recurrent dream that his father was alive oc- 
curred to the patient during the psychotic and fre- 
quently during the postpsychotic phase. This dream 
of a warning nature, in which the patient would 
sometimes feel his father’s hand on his shoulder, 
usually appeared when the patient felt he had made 
a mistake in the business he had inherited. His 
ambivalence was revealed during one of these 
dreams in which he spoke to his father, saying, 
“You are not alive,” and then felt that he had lost 
an old friend. 

Dreams were of most therapeutic value during 
the postpsychotic phase, in that they evoked much 
of the emotional disturbance that had been asso- 
ciated with the psychotic period, and at the same 
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time revealed problems that were not being dis- 
cussed by the patient in his waking state. There 
was at times some suggestion of schizophrenic lan- 
guage disturbance in the manifest content of this 
patient’s dreams. 


(3) A 39-year-old woman manifested a border- 
line psychotic state in which hysterical, obsessional, 
and schizophrenic symptoms were intermingled. She 
complained in the first interview of frightening 
dreams of hell-fire, and of tasting blood in her 
dreams. For a considerable time her attitude toward 
the therapist was one of passive submission, and 
there was little reference to her dream life. When 
the therapist went on a vacation, however, strong 
feelings of rejection appeared with a recurrence of 
dreams of death and of hell. 

In one of these dreams, she was in an undertaking 
parlor being embalmed ; an undertaker was sticking 
a knife into her. Associatively, the patient recalled 
that a childhood symptom of walking in her sleep 
had been related to dreams of a similar nature. 
Her mother, she said, had always laughed at her 
sleepwalking, and the patient added that she had 
felt very angry with the therapist when he had 
called attention to the dramatic qualities in some of 
her behavior. 

The relation of her symptoms to feelings of ma- 
ternal rejection was clearly revealed. She said, “I 
used to get delirious when people neglected me,” 
adding that she had felt neglected following the 
birth of her first child. At that time she had wanted 
her mother with her, but the mother had elected to 
stay with a sick uncle. The patient had had a post- 
partum emotional disturbance, said that she had been 
stuporous for several days, and had been tormented 
with thoughts of murdering her child. She added, 
“There is an agony of hate in me,” and added that 
these feelings of hate were transferred from her 
mother to her husband and her daughter. Strong 
hostile feelings were aroused by these associations 
and were followed by further significant dreams. 
One of these was: 

Dream: I was going into a room, it was stacked 
with bodies. The faces on these dead bodies were 
smashed in. There was a colored person there who 
asked me to suck the faces of these people to bring 
them out. By sucking their faces I could restore 
their cheeks to their ordinary appearance, making 
them look alive. 

Associations: The patient recalled that she had 
been told by her aunt that when she was a little 
girl she would sit in a corner daydreaming. “They 
said I was like my cousin and I can remember how 
she sat alone, hating people.” The patient recalled 
that during this period of daydreaming she had been 
brooding over the fact that her mother had told her 
that she was ashamed of having eloped and of hav- 
ing become pregnant with the patient. “At the same 
time my mother said she was devoting herself to 
me, and that she wanted me to be a saint. She lied 
to me and I took responsibility for her wrong-doing. 
She felt she was forced to stay with my father 
because of me, and she hated me.” 

In this patient’s treatment dreams revealed asso- 
ciative connections between feelings of maternal re- 


jection, childhood daydreaming, somnambulism, a 
postpartum disorder in adult life, and the patient’s 
current conflicts in relation with her husband, her 
daughter, and the therapist. 


(4) The treatment of a 40-year-old schizoid pa- 
tient was considerably accelerated when affects, 
which had been conspicuously absent from his other 
associations, appeared in his dreams. Considerable 
insight was gained into his sado-masochistic atti- 
tudes, and important turning points in treatment 
were reached. One such dream occurring in the 
middle of his analysis is illustrative. 

Dream: The patient was at a beach. There was 
less water than he expected; the tide was out, he 
was told it was dangerous; there were many poles 
sticking out of the sand with life lines attached. He 
lay down in some red quicksand, found himself 
sinking; he made a great effort to get out of the 
sand and finally did so. A figure was coming toward 
him, a figure of death. This person wore a hood 
and carried a shovel. The patient started to make 
his way to the shore by treading in the sand, like 
treading water. He reached the shore and came to 
an old building. 

Associations: The patient related the red quick- 
sand to the analytic couch, and then referred to 
his father’s and his wife’s attitude toward illness. 
His father, who had been hospitalized with a schizo- 
phrenic illness, had imposed many faddist injunc- 
tions regarding health upon the patient; if the 
patient did get sick he had angrily ascribed the 
illness to disobedience, and had refused competent 
medical treatment. The patient’s wife, he said, was 
different in that she was interested in people only 
when they were sick. She complained constantly of 
her own health. The patient had thought of divorce 
but felt that his wife needed him, and recalled having 
had similar feelings toward his father. 

He then said that he had harbored a secret feel- 
ing that the therapist also needed him and that he 
would always be a patient. The therapist condemned 
him, he felt, because of his illness, as had his father. 
He proceeded with considerable anxiety to relate 
that at the age of eleven he had been fostering 
murderous fantasies against his father at the time 
his father had been taken to a psychiatric hospital. 
Later, when his father committed suicide the patient 
felt he should have prevented it. He had avoided 
thinking about these problems for many years by 
“going underground,” living a separate life from his 
family and denying the difficulties that existed in his 
home. He had planned to maintain this attitude 
throughout analysis. 

The patient further recalled that not only his 
childhood anxieties but an experience of panic of 
several hours’ duration that had occurred to him in 
the military service had been associated with feel- 
ings of rage that he had tried to suppress. 

Beneath these hostile feelings there was a great 
need for friendliness: the patient said that he had 
been ashamed to admit this need: he had postponed 
telling the therapist of a marked improvement that 
had occurred in his ability to work, fearing, he 
said, that he would become involved in a closer rela- 
tionship and that the therapist would then not be 
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able to understand the intense hostility with which 
he, the patient, had reacted to past hurts. 


(5) A 17-year-old schizophrenic boy had shown 
a markedly withdrawn attitude toward the therapist 
during a period of disturbance that had lasted for 
two years. A gradual improvement was manifested 
by occasional formal inquiries as to the physician’s 
health, and minor references to incidents of the pa- 
tient’s daily life. There were rare, brief, and dis- 
torted references to his past life. 

His recollections were indistinguishable from 
fantasy, and this was also true of occasional dreams 
he reported. These were, indeed, similar in quality 
to those of an anxious child. For example: 

Dream: I was in Paris: I was frightened: I 
heard noises in the kitchen. 

In association the patient described an incident, 
or fantasy of his early life. He said a robber came 
into his house in France and beat him up. He added, 
“Those things affect you without your knowing it.” 
The patient then said that he was now able to 
remember more of his own past and could recall 
some things that had happened to him at the be- 
ginning of his illness: “I noticed I was becoming 
more belligerent. I was depressive. I felt unloved. 
I was angry with my mother.” The patient then 
said, “What is insanity?” “Are insane people 
dangerous ?” 

As further improvement occurred he sometimes 
reported simple, clear childlike dreams. For in- 
stance, “I dreamed of my grandmother. It was 
stormy weather.” The patient readily accepted the 
therapist’s interpretation that this referred to his 
resentment of his grandmother’s tyranny. Again, 
the patient dreamed, “I was running away from 
school.” He related this to an incident that had oc- 
curred to him prior to his illness, when fearing a 
homosexual assault by a teacher he had run home 
in fear. He associated his visits to the therapist’s 
office with school and with the confessional, and 
spoke of having mixed feelings about the therapist. 
He said, “Do you think I am cold?” The therapist 
replied he did not believe the patient was cold in- 
side. The patient then said he had been afraid of 
friendly feelings toward other boys at school lest 
he become sexually interested in them, and lest they 
think him a sissy. He had had similar feelings 
toward the therapist. 


DIscussION 


These observations confirm those made by 
other workers that there are no dreams char- 
acteristic of schizophrenia. There is a sug- 
gestion, however, that the dreams of schizo- 
phrenics show a tendency to simple, frank 
statements of basic problems with little elab- 
oration. They are often primitive in nature. 

The character of the dreams of the schizo- 
phrenic patients studied was less dependent 
upon the nature of the illness than upon the 
personality and maturity of the patient, and 


the state of the relationship with the ther- 
apist. There was evidence that dreams be- 
came more complicated, more frequent, and 
associated with more affect as the psychotic 
state receded. In this sense dreams may be 
indices of the progress of treatment. With 
some patients, dreams formed a link between 
feeling and content, in that affect lacking in 
content was present in dreams. This was of 
value in the treatment of ambulatory schizo- 
phrenic patients. Dreams also activated ex- 
periences of a psychotic phase that had un- 
dergone renewed repression rendering these 
experiences more accessible to analysis. 
There was a notable absence of dreams 
common to psychoneurotics in which the 
dreamer is standing apart, watching the 
action of the dream. In several instances 
dreams were of value in clarifying a com- 
plicated relationship with the physician that 
had escaped attention. This is of importance 
since much of the difficulty that exists in 
the psychotherapy of schizophrenia, and that 
sometimes deters physicians from undertak- 
ing it, is related to these transference phe- 
nomena. Treatment experience has shown, 
however, that, when the therapist becomes 
aware of what the relationship is about, im- 
provement is apt to follow in the patient. 
Some schizophrenics doubtless report 
dreams according to the interest they sense 
in the therapist. In none of the patients dis- 
cussed in this paper were dreams requested 
by the therapist during the psychotic phase. 
On rare occasions they were inquired about 
in the treatment of the schizoid ambulatory 
patients. The possibility of dreams being 
used as resistance should not prove to be too 
serious a problem if the therapist remains 
alert to the ingredients of the transference. 
It is strongly felt that the interpretation 
of symbols, and the use of free association 
around symbols, is of no value in the treat- 
ment of schizophrenia or of allied states. In- 
terpretation is frequently of value, however, 
and often indicated where there are elements 
in the previous waking period, in the remote 
past, in the expressed attitude toward the 
analyst, and in the associated thoughts, that 
relate to each other on scientifically valid 
ground. Just as in other personality dis- 
orders the dream may serve a valued func- 
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tion, so it has its uses in the treatment of 
those disordered by schizophrenia. 
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EGO DEVELOPMENT AND PSYCHOANALYTIC TECHNIQUE * 
RUDOLPH M. LOEWENSTEIN, M. D., New York, N. Y. 


For many years scientific interest in psy- 
choanalysis was mainly concerned with the 
instinctual aspects of pathogenic conflicts. 
These studies culminated in the discovery of 
childhood sexuality, its development, and its 
impact on adult life. 

Although from the beginning Freud 
stressed repeatedly the importance for ther- 
apy of analyzing the patient’s resistances, 
the study of these resistances was not sys- 
tematically undertaken until the 1920’s. This 
became possible through the introduction 
of the structural point of view. 

It was to Anna Freud’s work that we 
owe the practical application of the struc- 
tural concept to psychoanalytic therapy. We 
observe in every patient what types of de- 
fense mechanism exist in him, whether re- 
pression, projection, identification, etc. We 
study patients’ motives and their aims; we 
analyze what they achieve and what conse- 
quence their presence has for a given indi- 
vidual. We also observe in the history of 
each patient the various types of dangers that 
the ego tries to avert. 

It is indeed possible to discern, in conflicts, 
anxiety centered around the fear of loss of 
love, the fear of loss of an object, castration 
anxiety, and so-called superego anxiety, 
which is best known as guilt feeling. 

A frequent symptom of compulsion neu- 
rotics is anxiety that something dreadful 
might happen to someone close to them. We 
know that these fears are generally based on 
warded-off unconscious aggressive tendencies 
toward the person concerned. The aim of 
psychoanalytic treatment is the patient’s 
gaining of insight into these aggressive ten- 
dencies, because this leads to the disappear- 
ance of the symptom. One possible way of 
achieving this result would be to tell the 
patient that his anxiety is based on aggres- 
sive and hostile feelings toward the person 
concerned. Usually such an interpretation 
would do more harm than good. Indeed, the 


1 Read in the Section on Psychoanalysis at the 
106th annual meeting of The American Psychiatric 
Association, Detroit, Mich., May 1-5, 1950. 


symptom is based on the fact that the pa- 
tient’s ego is unable to tolerate the existence 
of such tendencies. An interpretation of 
the kind we have just mentioned does not 
make the ego more capable than before of 
solving the conflict between the warded-off 
tendency and the powerful forces that op- 
pose it. 

Long ago Freud established this im- 
portant rule of psychoanalytic technique: 
namely, that the resistances should be ana- 
lyzed first, that is, those forces that the 
ego opposes to the repressed drives. How- 
ever, for a long time there existed no de- 
tailed and systematic study of how to pro- 
ceed to analyze these resistances. Nowadays 
we are better equipped. 


I remember the case of a girl in her twenties, 
who presented the symptom just mentioned—the 
anxiety that some harm might occur to her be- 
loved mother. The analysis went through a pro- 
longed, circuitous route, through various aspects of 
the patient’s complicated relationship toward her 
mother, before the girl was able to become aware 
of strongly warded-off hostile feelings toward her. 
In the analysis gradually the at first vague content 
of the anxiety became more concrete, more precise. 
First we encountered the fear of being punished 
by her mother’s disappearance or death, with which 
the patient was threatened in childhood when she 
misbehaved. The patient as a girl and adolescent 
was afraid not only of being abandoned by the 
beloved mother, but also of being left unprotected 
against her own sexual desires, which the mother’s 
presence helped to ward off. The dreaded danger 
also meant something else: it represented the ter- 
rible, mysterious sexual things that the father 
would do to the mother, and that the jealous little 
girl frantically wished to prevent from happening. 
Only then was it possible to approach the other 
side of this patient’s feelings toward her mother: 
namely, that in all these situations there was not 
only love for her mother, fear of losing her, but 
also the opposite feeling: resentment for standing 
in the way of gratification of the various instinctual 
drives connected with the situations just mentioned. 


This extremely brief summary of various 
steps in the analysis of a patient is an ex- 
ample of the way we gradually achieve a 
greater tolerance of the patient’s ego toward 
the warded-off drives. 

Now, as a matter of fact, the example just 
cited shows that there has been no funda- 
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mental change in the analytic technique. 
The increase in the tolerance of the pa- 
tient’s ego to his unconscious drives has 
always been sought for. It is now, however, 
being achieved with greater security and 
greater ease. This also makes accessible to 
analysis certain patients or certain of their 
symptoms that hitherto were not. Moreover, 
the example described reveals a shift of 
emphasis as compared to the past. Indeed 
the area of interest of the psychoanalyst is 
widened ; it is not exclusively concerned with 
the uncovering of the earliest forms of 
pathogenic conflicts. The interest of the 
analyst dwells for a long time on all the in- 
termediates between the original conflict and 
its present manifestations. That is actually 
no fundamental change in the psychoana- 
lytic technique either. Freud formulated the 
relationship of the past and the present in 
the pathogenesis of neurosis by comparing 
it to a damage wrought by fire to a building. 
The original source of the fire does not al- 
ways cause the greatest damage. This might 
very well result from a secondary site of 
the fire. The therapist has to take this into 
account. 

The scientific interest in the importance 
of very early stages of instinctual develop- 
ment formerly led some analysts to-concen- 
trate their interest, even during treatment, 
exclusively on them. We do not nowadays 
minimize their importance, but we know 
better that the neglect of later events and 
phases is not only unwarranted but might 
even have unfavorable therapeutic conse- 
quences. Let me give you another example : 

Many years ago I saw a patient in a state of 
violent anxiety. This man in his early fifties, when 
first entering my office, started by repeatedly ask- 
ing me, with tears in his eyes, what it meant to 
be castrated and what castration was. I learned 
that this man had been in analysis for many years 
in another country. The symptoms that had led 
him to treatment 5 years before were obsessional 
preoccupations with sensations in the rectum in 
the presence of other men. During the years of 
his previous treatment his anxiety did not diminish ; 
on the contrary, it seemed to worsen. His previous 
analyst had explained to him that his rectal sensa- 
tions were based on passive homosexual desires, 
originating in early childhood. He told the patient 
that in order to overcome his symptom, he had 
to recall the wish to be castrated and to relive 
feminine sexual desires of an anal nature toward 
his father, which he was supposed to have experi- 
enced at the age of 2. The poor patient could never 


remember having had wishes or sensations of that 
kind. However, when we talked about his conflicts 
of a moral and religious nature, centering around 
masturbation and sex life in puberty, he soon told 
me of an event that apparently had been completely 
neglected by the other analyst. The patient, having 
in adolescence struggled for years vainly against 
masturbation, went to a big city and had intercourse 
with a prostitute. Immediately after intercourse, 
he thought he had contracted gonorrhea. He soon 
consulted a so-called “specialist,” whose advertise- 
ment he had read in a paper. The doctor told him 
that he did have gonorrhea, and added that he would 
give the patient a massage, during which he would 
experience a special sensation in the rectum. The 
patient underwent a very painful prostatic massage, 
and, terrified, left the city. Fortunately, he was able 
to consult another doctor in his home town, who 
found him in perfect health. This event at the age 
of 17 was essential in the structure of his later 
symptom, consisting of rectal sensations in the 
presence of men. They appeared years later, when 
the patient for the first time had satisfactory 
heterosexual activity. To the patient this traumatic 
event unconsciously meant that rectal sensations 
inflicted by another man were punishment for for- 
bidden heterosexual activity. The later obsessional 
symptoms, indeed, were not just a break-through 
of passive homosexual tendencies. The patient’s 
anxiety rather expressed his guilt feelings, the 
fear of punishment for prohibited heterosexual 
gratifications, so that one could speak in this 
patient of a partial regression that served as a de- 
fense against the danger of castration. 


What we have been dealing with up to 
now was mainly the shift of emphasis in the 
understanding of the structure of neuroses, 
which has been brought about by the intro- 
duction of ego psychology. We would now 
like to emphasize that it also led to improve- 
ments in the details of the technical proce- 
dure itself. Psychoanalysis brings about in- 
sight in patients by means of various inter- 
ventions. Among the interventions, inter- 
pretations are characteristic and specific for 
the psychoanalytic technique. 

Webster’s Dictionary defines interpreta- 
tion as the act of explaining, elucidating, 
telling the meaning of, translating orally 
into intelligible language. In analysis we ap- 
ply this term to those’ explanations we give 
patients that add to their knowledge about 
themselves from elements contained and ex- 
pressed in the patient’s own thoughts, - feel- 
ings, words, and behavior. 

The analyst uses interpretations in order 
to produce those dynamic changes that we 
call insight. Interpretations are given to 
patients in analysis to produce insight into 
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thoughts and feelings of which the patient 
is not aware. Among other things, the 
patient must gain insight into the resistances 
that he opposes to his treatment. 

This might seem paradoxical. Are not 
resistances due to defenses of the ego, and is 
not the ego something essentially conscious ? 
This is not so; indeed patients have only a 
very incomplete awareness of their resis- 
tances. A patient might at a certain time 
be reluctant to continue his treatment. Of 
this he may be perfectly aware. It is the 
analyst’s task to show him that this sudden 
reluctance to continue is, for instance, due 
to the fact, concealed by the patient at first, 
that he would have to tell the analyst some 
unpleasant thought he had about him. When 
we speak of resistances, we mean to have 
the patient gain insight into the connection 
between his reluctance to continue and the 
fear of revealing a hostile thought. And 
at a later stage this resistance will be linked 
to other instances in the patient’s life in 
which he would choose to remain sick 
rather than express hostility and competition 
with another man. 

Since resistances are in themselves partly 
unconscious, one must take into account that 
a very important part of the ego remains 
unconscious, so that an important part of 
the analyst’s interpretations aim at bringing 
to consciousness unconscious ego phenomena. 
As we know, bringing to consciousness is 
not merely an intellectual process; it pre- 
supposes and implies dynamic changes that 
are prerequisites for what we call analytic 
insight. 

Ego psychology had deep effects on the 
special criteria that analysts try to establish 
for the correctness and effectiveness of their 
interpretations. If one compares the char- 
acter of interpretations as they were given in 
the early phases of psychoanalysis with those 
used more recently, one is struck by one 
obvious difference: formerly, symbolic in- 
terpretations played a much greater part in 
the analyst’s everyday work than they do 
nowadays. This change is not due to the 
fact that we consider symbolism less true 
than before. It is not the frequency of 
symbolic expressions that has changed ; it is 
the frequency of the use that the analyst 
makes of symbolic interpretations of the 


patient’s material. If a girl has a phobia of 
being run over by cars, the car as a symbol 
for a man is as true now as it was 30 years 
ago. Our interest, however, is centered not 
only on this fact, but equally on the motive 
and the reasons for this patient’s fear. 

Nowadays analysts are very much con- 
cerned with what one might call the hierarchy 
of interpretations. In the cases I have de- 
scribed earlier, there are examples in point. 
Indeed, I have stressed in one example the 
importance of analyzing defenses before ana- 
lyzing the id derivatives—the motives for 
the fear of hurting a beloved person before 
analyzing repressed hostility against this 
person. In the other example, the one in 
which it was so essential for the cure of the 
patient to relate his symptoms to the prostatic 
massage, it was a concern with another as- 
pect of the hierarchy of pathogenic events 
and consequently of interpretations. Analytic 
interpretations now follow more deliberately 
the general rule enunciated by Freud, in 
which he advised the analyst to follow the 
patient’s material from the surface to the 
so-called depth. In this respect, what we call 
the surface of the patient’s material has 
various meanings. It relates to what is con- 
scious to the patient, as opposed to what 
is unconscious. It relates to the present or 
the recent past, inasmuch as it is influenced 
by the patient’s past ; and the interpretations 
must take into account this specific relation- 
ship beween the past and the present. One 
might say that in respect to all these various 
aspects, which we call the psychological 
surface, interpretations in order to be effec- 
tive must be at an optimal distance from the 
surface. Their effectiveness is impaired if 
they are too close to the surface, or if they 
are too far removed from it. This notion 
of optimal distance or range of interpreta- 
tions for their effectiveness is a direct result 
of what we know now about the ego’s defen- 
sive functions. 

The wording of interpretations is some- 
times an essential factor in promoting in- 
sight. The importance of wording is due 
to the fact that interpretations must deal 
with concrete psychological realities of a 
given individual. The interpretation must 
also take into account the same conflict in 
one and the same patient, varied in its sig- 


| 


620 EGO DEVELOPMENT AND PSYCHOANALYTIC TECHNIQUE [ Feb. 


nificance from one moment in life to another, 
so that the interpretations have to take into 
account the specific relationship of the con- 
flict between the ego, superego, and the id, 
at a given moment. 

Tact is an important factor in the way 
interpretations are given in analysis. Tim- 
ing, which is part of the problem of tact, is 
essential because the therapeutic procedure, 
like the neuroses itself, is not a static phe- 
nomenon but a dynamic process. And you 
know that in this dynamic process, which is 
the psychoanalytic therapy, a complex rela- 
tionship develops between the patient and 
the analyst, of which transference phenomena 
are the core. Interpretations, consequently, 
have to take into account the fact that, in 
the transference, ego defenses, superego, and 
id functions operate. This explains the fact 
that frequently patients react to interpreta- 
tions in a way not directly connected with 
the actual meaning of an interpretation: lack 
of psychoanalytic tact in the sequence of 
interpretations brings about quite unex- 
pected results, sometimes. If a patient’s 
aggressive reactions are being interpreted 
before his defensive reactions to them have 
been analyzed, certain patients respond not to 
the actual meaning of an interpretation, but 
react as though the analyst were reproaching 
them for their alleged nastiness. This might 
have a bearing on certain types of patients 
who are being analyzed for psychosomatic 
disturbances. If their psychosomatic symp- 
toms are being interpreted as expressing 
their unconscious tendencies, they some- 
times react with a serious intensification of 
their symptoms. For these patients it means 
that they are not only sick but that they are 
made responsible—that means blamed—for 
their illness. 

One important consequence of the impacts 
of ego psychology on the psychoanalytic tech- 
nique, introduced by Anna Freud, is the 
analysis of defenses against emotions. Path- 
ogenic conflicts between instinctual drives and 
defenses do not stop there. They are being 
carried on to conflicts about emotions. Anna 
Freud pointed out that in certain cases it 
is impossible to achieve any therapeutic re- 
sult, to reach the deeper pathogenic con- 
flict, without first having overcome defenses 
against emotions connected with the past. 


Sometimes this process takes the form of 
what I proposed calling “reconstruction up- 
wards.” A beautiful example of it is from a 
case history written by Mrs. Berta Bornstein. 

The patient, a young boy, had severe phobic states 
related to the birth of a sibling. In the treatment 
the boy’s fantasies centered around an imagined 
scene of a lonely boy, sitting in a hospital that took 
fire, during which all the babies and most of the 
mothers were burned to death. Mrs. Bornstein 
chose, among many possible interpretations, to 
tell the boy that he must have been very sad when 
his mother left for the hospital, where she had the 
little baby. 


Nowadays, when one sees so many patients 
who have read psychiatric or psychoanalytic 
books, this procedure of reconstructing up- 
wards is sometimes essential. These patients 
indeed start by talking about their cedipus 
complex, their unconscious homosexuality, 
they interpret their dreams symbolically, and 
evade by this very fact all the so-called more 
superficial but actual psychological realities 
of their emotional life. The task of the 
analyst then is to bring the patient’s atten- 
tion to this part of his life, which is the only 
real and relevant part. Reconstructions up- 
wards are a most helpful type of interpreta- 
tion in those cases. 

We know that the ego develops gradually, 
and we assume now that both ego and id 
develop gradually through differentiation 
from a previous common, undifferentiated 
stage. However, it has not been possible 
to find as yet specific correlations between 
the formation of defense mechanisms and 
specific stages of instinctual development. 

It is striking that certain types of de- 
fense mechanisms are, as it were, preferred 
by certain individuals and not by others. 
These defense mechanisms can be found at 
work in them again and again at various 
periods and in various situations in their 
lives. The predominance of certain types of 
defense mechanisms is probably not so much 
the question of individuals as of neurotic 
types. One knows, for instance, that iso- 
lation, undoing, and regression are found 
particularly among obsessional neurotics, and 
that in neuroses of the hysterical type re- 


pression seems to play a predominant role. 


However, repression is never absent in com- 
pulsive neurotics either. One knows the 
intimate relationships that exist between pro- 
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jection and paranoid symptoms, and the fre- 
quency of introjection in depressive states. 
Unfortunately, it does not seem possible 
for the time being to make a nosological 
classification of mental illnesses on the basis 
of distribution of defense mechanisms. As 
a matter of fact, in adults one hardly ever 
observes isolated defense mechanisms, but 
groups of them working together. So it 
might well be worth while to look in given 
patients for certain characteristic “patterns 
of defense used against certain patterns of 
instinctual drives.” * 

In successful psychoanalytic treatment of 
neurotic patients we know what happens 
to their warded-off instinctual drives. Some 
of these drives, hitherto repressed, are being 
made available to the individual. Another 
part is supposed to remain unsatisfied, but 
instead of being repressed is being con- 
sciously suppressed. We imply thus that at 
least to a certain extent the defensive mecha- 
nism of repression is being replaced by 
another defensive mechanism, conscious sup- 
pression. We also know that sometimes the 
defense through repression is being partly 
replaced by sublimation. One might hope 
that studies will be made of what happens 
to the other defensive mechanisms during 
the psychoanalytic treatment. It will cer- 
tainly be a worth-while object of research. 
However, one might already state that psy- 
choanalysis does not result in doing away 
with them. The existence of all mecha- 
nisms of defense—even repression and pro- 
jection—are necessary functions of the nor- 
mal human mind. Here, as in all other areas 
of medical research, it can be found that the 
difference between normal and pathological 
is not one of essence but only one of degree.® 
It is certain that those ego mechanisms that 
function as defense mechanisms exist also in 
the normal functions of the ego for the very 
reason that conflict is not identical with men- 
tal illness. For this very reason, further re- 
search on the vicissitudes of these mecha- 
nisms in psychoanalytic treatment will also 
be important in a study of what Hartmann 
called various forms of mental health. 


2As Dr. Ernst Kris put it in a discussion. 

3 This does not exclude the fact that quantitative 
differences might lead to qualitatively different 
phenomena. 


The functions of the ego are not limited 
to defense mechanisms. Among the authors 
who have made important contributions to 
normal ego psychology, I should like to 
name: Paul Federn, Thomas M. French, 
Edward Glover, Heinz Hartmann, Ives Hen- 
drick, Ernst Kris, Herman Nunberg, Robert 
Waelder. More recently Heinz Hartmann 
introduced the important concept of the con- 
flictless sphere of the ego, or of autonomous 
ego functions, and studied their role in 
problems of adjustment. 

Psychoanalysis, since its inception, has al- 
ways had a two-fold function: If on the 
one hand it was a therapy, on the other 
hand it was a method of scientific research, 
which has had a tremendous influence on 
other psychotherapeutic procedures and on 
general psychopathology. The study of the 
ego development has enriched the psycho- 
analytic therapy. It has widened the area 
of its application; it has considerably im- 
proved its results. That this progress in psy- 
choanalysis will have an equally stimulating 
influence in psychiatry, there can be no 
doubt. 
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THE ESTABLISHMENT AND FUNCTION OF AN INDUSTRIAL 
MENTAL HYGIENE SERVICE * 


OTT B. McATEE, M.D.,? Cepar Grove, N. J. 


A review of the literature on industrial 
psychiatry reveals that the opportunity for 
putting psychiatry to work in industry has 
long been recognized. In 1916, Burlingame 
stated that “the psychoneuroses and emo- 
tional attitudes of the employees were re- 
sponsible for a greater loss in dollars and 
cents than accidents and contagion”(1). In 
1920, Southard found that “62 per cent of 
more than 4,000 cases reached the discharge 
status through traits of social incompetence 
rather than through occupational incompe- 
tence”(2). Anderson concluded that 20% 
of all employees of industrial organizations 
are problem workers at one time or another 
(3). Giberson states that over a period of 
time, I employee out of 4 in industry would 
profit from psychiatric attention(4). Ders- 
heimer points out the importance of the psy- 
chiatrist’s learning everything possible about 
the organization and healthy function of the 
industry before he attempts to diagnose its 
ills(5). Himler believes psychiatric knowl- 
edge and methods, when applied to the 
industrial situation, must be fitted into in- 
dustry’s existing organizational framework 
(6). Giberson advises that industrial psy- 
chiatry should be a phase of preventive 
medicine(4). Cronin, Selby, and Wilder 
conclude that psychiatry applied to industry 
tends to increase production and efficiency 
and adds to the mental and physical well- 
being of the employee(7). 

The Tennessee Valley Authority is a 
corporation clothed with the power of gov- 
ernment, but possessed of the flexibility and 
initiative of a private enterprise(8). This 
organization was created and charged with 
the duty of planning for the proper use, 
conservation, and development of the natural 
resources of the Tennessee River drainage 
basin and its adjoining territory for the 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

2 Formerly Staff Psychiatrist, Division of Health 
and Safety, Tennessee Valley Authority, Chatta- 
nooga, Tennessee. 


general social and economic welfare of the 
nation. To provide some of the physical 
tools with which to discharge its responsi- 
bility, TVA has built 18 major dams. 

During the peak of construction activities, 
42,000 men and women were employed. Dur- 
ing the past 4 years, as the construction 
period approached an end, there has been an 
average of approximately 14,500 individuals 
employed. The majority of these employees 
are located at 3 main sites—Chattanooga 
and Knoxville, in Tennessee, and Muscle 
Shoals, Alabama. At Muscle Shoals there 
is a large chemical plant operated by the 
Authority that employs about 2,000 people. 
TVA has employees and properties located 
throughout the Tennessee River Valley, 
which includes parts of Tennessee, Ala- 
bama, Mississippi, Kentucky, North Caro- 
lina, Georgia, and Virginia. 

Recognizing that the health of employees 
is of paramount importance to the success 
of such a project, TVA established a Di- 
vision of Health and Safety to administer 
employee health services and to develop co- 
operative relationships with public health 
agencies. 

The Division of Health and Safety is ad- 
ministered by a Director of Health and an 
Assistant Director. The latter supervises all 
field medical service and the staff psychia- 
trist is immediately responsible to him. A 
consultant in mental hygiene is available for 
resident service 1 to 3 weeks annually as 
needed. The Safety Service is an integral 
part of the Division of Health and Safety, 
as the name indicates. Safety officers are 
cognizant of the fact that they are serving 
in a field where about 90% of their pre- 
ventive work lies in the realm of human 
function(9). 

Full-time medical units are located at the 
principal concentrations of employees. Each 
is staffed by 1 to 3 full-time health officers, 
who, as a rule, have had some orientation 
in public health. Two to 3 nurses are located 
in the smaller units, and about 10 at the 
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Muscle Shoals unit, where a 24-hour nurs- 
ing service is provided. Medical service 
available in these units includes pre-employ- 
ment and periodic physical examinations, 
immunizations, emergency first aid, care and 
treatment of occupational injuries, and such 
minor medical services as may be necessary 
and feasible for keeping the employees on 
the job(10). At the inception of the pro- 
gram, one unit, which was located at a remote 
construction project, maintained a hospital 
and provided a complete medical care pro- 
gram for a village of 1,000-2,000 people 
made up of employees and their families. 

At the beginning of the task some time 
was spent studying the TVA organization 
in general and the Divisions of Health and 
Safety and Personnel in particular. Re- 
sources were sought in these divisions that 
might be utilized in the program while 
evaluating what was already being done to 
promote the health and happiness of em- 
ployees. Personnel has long shared with 
Health and Safety the belief that poor men- 
tal health contributes to lowered efficiency 
and increased turnover, and multiplies the 
problems of supervision. 

It was decided that the service should be 
developed as a normal component of the 
total medical service program through in- 
tegration with the field medical centers. 

After an orientation visit to each medical 
office, repeated trips were made to them, 
spending from 2 days to a week at a time. 
The staff psychiatrist identified himself first 
as a physician ready to participate in any 
phase of the health service. Thus, good rap- 
port with the medical staff was established 
and complete acceptance as a part of the 
team was brought about. Employees with 
repeated visits over a long period of time for 
minor somatic complaints were selected and 
interviewed. Cases with obvious anxieties 
were referred for a review of their person- 
ality, as the concept of mental hygiene was 
accepted. Each case was reviewed with the 
health officer and usually with the nurses, 
and suggestions were given for their fol- 
low-up interviews. It was decided early that 
the responsibility for follow-up consulta- 
tions, and the detection of new cases, must 
remain a function of the medical unit staff. 

The histories and findings of the psy- 


chiatric examinations were written up and 
forwarded to the physician in charge of the 
unit for his review and filing with the medi- 
cal record. Very personal and confidential 
parts of the examination were omitted from 
the field copy. The nurses were not only 
authorized, but encouraged, to read the case 
histories. 

The important thing in eliciting the health 
officer’s help in dealing constructively with 
mental hygiene problems is not teaching him 
a new knowledge, but rather breaking down 
prejudices and creating an attitude of re- 
sponsibility for participation in the program. 

It was soon seen that the nurse in industry 
must be a working link in the mental hygiene 
program. She sees every patient who visits 
the medical office. The nurse in industry, 
and perhaps in public health, is capable of 
shouldering considerable mental hygiene re- 
sponsibility. She has rebelled against the 
routine and sometimes oversupervised hos- 
pital ward, in order to find a field of service 
in which she might exercise more initiative. 

As an orientation in understanding emo- 
tional problems, formal sessions were held 
with groups of nurses in which case his- 
tories were presented. Cases were discussed 
from the standpoint of personality structure 
and of domestic and work relationships. 
A majority of the nurses, following some 
orientation, began to consider with renewed 
interest the total individual rather than a 
part of his body. The nurse was encouraged 
to listen to worried employees, and be on the 
lookout for emotional problems in all of 
her contacts. 

Early in 1949 a 2-day conference in men- 
tal hygiene was held at each medical office 
for the industrial nurses. In keeping with 
TVA policies of working with local agencies, 
public health and industrial nurses in the 
area were invited to attend. The content of 
these meetings, which were conducted on a 
lecture-conference basis, included the follow- 
ing: the development of personality, prob- 
lems related to the medical examination and 
its meaning to employees, interview tech- 
niques, employee relationship with fellow 
workers, employee relationship to his family 
and community, and effect of all these upon 
his productive ability. 

A great deal concerning the work environ- 
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ment and worker relationships in an organi- 
zation can be learned by study of a series 
of case histories of maladjusted employees. 
Something of the morale in certain groups 
of workers, or the presence and effects of 
good and bad supervision, of emotional ten- 
sions in groups, and of sources of stress in 
the work environment, may be determined. 

Many employees work under a load of 
stress originating in domestic or work situa- 
tions that approaches the limit of their 
capacity to deal with conflict. If their per- 
sonality is strong, with little predisposition 
toward a neurosis, they can bear considerable 
stress without developing clinical symptoms. 
When the predisposition is marked, only a 
straw from their domestic or work stress 
may sometimes “break the camel’s back.” 
The industrial physician or nurse can do good 
mental hygiene by lessening the anxieties of 
living and working or strengthening the weak 
places in the employee-patient’s personality. 

Early in the program some health officers 
tended to camouflage the fact that employees 
were to be referred to a psychiatrist. This 
was discouraged as it tended to create an 
aura of mystery around the services and 
retarded the establishing of good rapport 
with the patient. Resistance by the em- 
ployee-patient to a conference was extremely 
rare when he was told that he was going to 
be seen by the staff psychiatrist who was a 
physician particularly interested in emo- 
tional and mental problems. Supervisors 
have also been urged not to send an em- 
ployee to the health service for mental or 
emotional problems under any false guise. 
As the mental hygiene service became 
known, an increasing number of employees 
sought psychiatric consultation on their own 
initiative. This group came mainly from 
veterans who had become familiar with the 
psychiatric services during the war, and from 
the white collar and professional groups, 
who have received considerable health edu- 
cation through the wide publicity given psy- 
chiatry in recent years. 

Most of the consultations requested have 
been by patients finally diagnosed or showing 
anxiety neuroses. These usually respond to 
brief psychotherapy. The yardstick for mea- 
suring improvements has been their sub- 
jective statements or improvement in their 


work, as measured by attendance, attitude, 
and productivity. 

It has been found that, when the emotional 
illness is related to the job, it is often help- 
ful to invite the supervisor to meet with 
the patient and staff psychiatrist. The pa- 
tient must, of course, help plan the confer- 
ence and welcome it. Both the supervisor 
and patients bring unsuspected “skeletons 
from their closets.” Each profits from the 
interview by the removal of the emotional 
barriers between them. 

Although cases of service-connected in- 
jury have not been singled out for special 
study, a sizeable sampling of old concus- 
sions, skull fractures, vertebral fractures, 
and amputations have been seen for one 
cause or another. Nearly all of these were 
found to be suffering from severe anxiety 
neuroses, or from depressions marked by 
irritability and tension. The neurosis may 
or may not be associated with physical com- 
plaints and neurological signs. The employee 
who returns to work with physical limita- 
tions may develop a feeling of inferiority 
or of guilt because he feels that he cannot 
perform at his old job. If the employee is 
totally unable to work, he finds disability 
compensation the more degrading because 
the amount may be inadequate to support 
his family at their accustomed standards. 

Management does its share to place handi- 
capped people upon the advice of the health 
service or personnel once prejudices are 
broken down. A personnel officer serving on 
a heavy construction project, after convinc- 
ing management that an amputee applicant 
could fill a certain job, hired him. The place- 
ment proved successful and he later identi- 
fied 9 other similar jobs, and filled them 
with amputees. The safety engineer re- 
ported that the amputees are unusually safe 
workers and that their morale is high. 

Relatively few psychotics have come to 
attention. With help from the staff psychia- 
trist, health officers, and nurses, and an 
understanding supervisor, some of these have 
been able to make a nearly complete recovery 
while remaining on the job. In some cases 
it fell to the staff psychiatrist’s lot to advise 
the family as to the resources available for 
hospitalization. Some of these cases had an 
insidious course and progressed so slowly 
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that it took a long time for their behavior 
to lead to conflict in their work milieu. Some 
cases bring untold anxiety to management 
before enough symptoms have developed to 
warrant their reporting the employee to the 
health service. A paretic who purchased 
an expensive car for a relative by marriage 
began to devote considerable energy to “writ- 
ing a book” and talked of organizing his 
own “engineering firm.” One day he called 
his 2 dozen or so subordinates together for 
the purpose of selling chances on a punch- 
board. Following this climax, his super- 
visor reported this and some other abnormal 
behavior to the health service, which super- 
vised his hospitalization leading to eventual 
complete recovery. The psychotic case that 
has an explosive onset disrupts his organiza- 
tion only momentarily. These psychotic cases 
are often of value in teaching and in demon- 
strating to management the importance of 
utilizing all the preventive measures possible. 

Paranoid cases may do good work for 
months without causing disturbance, but as 
a rule eventually begin to cause trouble. 
They are likely then to resist help, and finally 
to resign, or they must be put on leave with- 
out pay, or hospitalized. This type of case 
is generally of little value for teaching man- 
agement, since the supervisor is usually 
unable to believe that the employee is ill and 
has difficulty in believing that he is dealing 
with symptomatic behavior. 

Epilepsy is not an important problem 
numerically. Supervisors quickly lose their 
prejudice against this condition, once the 
health service explains something of the 
disease to them. They are then ready to fol- 
low the direction of the health service in 
placing the employee where he will be of 
least hazard to himself and others. All the 
cases observed in this industry who attempted 
to conceal their condition suffered from a 
severe anxiety neurosis. This anxiety tends 
to disappear once their condition becomes 
known and they learn that they are not 
going to be discharged. Management and 
safety officers have generally been prone to 
eliminate epileptics from industry simply 
on the basis of diagnosis and without con- 
sideration of the total situation. It should be 
the industrial physician’s responsibility to 
educate industry as to how small a hazard 


a treated epileptic may be to himself and to 
others. 

The periodic health examination, although 
too infrequent a procedure for general use 
by the psychiatrist, may be utilized under 
some conditions, such as sampling employees 
selected from a group in which there is evi- 
dence that unusual stress exists. This ap- 
proach was used in making a psychiatric 
evaluation of shift workers located in the 
continuous hum of the power plants. Rap- 
port and transference are almost sponta- 
neous when the individual’s health problems 
are discussed with him, as is done in the 
periodic health examination. The psychia- 
trist only has to listen and close the interview 
with little questioning when the employee 
has given him a good picture of his social, 
job, economic, and family adjustment, along 
with his hostilities and frustrations. 

It is not always possible to see every prob- 
lem case that arises, owing to the remote- 
ness of some of the employees. After one 
is acquainted with the organization problems 
in general, good advice may be passed on 
to the supervisor without seeing the em- 
ployee-patient. Supervisors in the organiza- 
tion generally are mature people, and often 
are willing to take their share of the blame 
for any maladjustment of the employee. 
Some have come to the staff psychiatrist to 
talk over their problems, and ask advice 
as to how they may bring about a change in 
themselves to enable them to handle better 
their subordinates. 

It was obvious early that a broad mental 
hygiene program in industry must utilize 
the supervisor, who is the employee’s day- 
to-day advisor so far as emotional problems 
are concerned. The supervisor may make 
or break men according to his own preju- 
dices, attitudes, and personality make-up. 

Working jointly with the training staff 
in the Division of Personnel, an approach 
for orienting supervisors in mental hygiene 
or human relations was developed on a trial 
basis. A review of the literature and con- 
ferences with representatives from other in- 
dustries showed that there were almost as 
many techniques for this job as there were 
industries. 

Based on the experiences that emerged 
in two “pilot” studies, a technique was de- 
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veloped that shows promise of being effective 
for improving the human relations aspect 
of the supervisor-employee relationships. 
This technique involves a series of confer- 
ences of small groups of supervisors of 
nearly equal level. Each supervisor prepares 
an unidentified problem case in human re- 
lations. It is analyzed from the following 
viewpoints: (1) the problem involved, (2) 
objectives for the industry and the employee, 
(3) analysis of probable causes, (4) correc- 
tive action possible, and (5) preventive action 
in future similar cases. A trained confer- 
ence leader who has had some orientation 
from the staff psychiatrist and social scientist 
can carry forward such a program and thus 
extend the possible coverage. 

In summary, four years’ work experience 
in an employee health program has con- 
vinced the author that there exist unusual 
opportunities for the promotion of mental 
health in industry. The psychiatrist’s activi- 
ties in industry should include: 


I. A consultation program for the purpose of: 
A. Therapy for employees. 
B. Orienting medical staff in mental hy- 
giene. 

C. Research through analysis of cases. 

II. Supervisory training in human relations. 

III. Studies of particular groups of employees 
where problems are alleged to arise. 


IV. Staff function as advisor to personnel, man- 
agement, and labor. 


The psychiatrist must, above all, continue 
to be a good clinician, and humbly remain 
an explorer. He must not attempt to make 
a diagnosis of industry’s ills until he under- 
stands its function, administrative policy, 
and structure. 
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HISTORICAL NOTES 


THE WORD “PSYCHIATRY” 


When did the term psychiatry first appear 
in medical literature? In Heinroth’s Lehr- 
buch der Stérungen des Seelenlebens, pub- 
lished in Leipzig in 1818, p. 143 of the his- 
torical introduction, occurs this passage : 

Der erste Deutsche, welcher, nach fruehern, 
schwachen Versuchen, Erwahnung verdient, ist 
Weikard, der vielgepriesene und vielgeschmahete 
Verfasser des “philosophischen Arztes” (Der philos. 
Arzt. Frankf. Hanau w. Leipz. 1782). Der dritte 
Band dieses werkes enthalt bekanntlich den Entwurf 
einer, von ihm sogennanten, philosophischen Arzney- 
kunst, oder richtiger: Psychiatrie. 

The first German, according to Heinroth, 
who deserves mention in the history of the 
“theory and technique of disorders of the 
mind [Seelenstérungen|” is Weikard, the 
much praised and much abused author of the 
“Philosophic Physician” (apparently phy- 
sicians dealing with mental problems were 
abused in those days too). In the third 
volume of Weikard’s work the author out- 
lined what he called ‘philosophical medi- 
cine,” or, as Heinroth remarks, “more cor- 
rectly: Psychiatry.” 

Certainly the word, psychiatry, was not in 
common use at the time Heinroth wrote his 
textbook and occurs in no other contempo- 
rary or earlier text the writer has been able 
to examine. From the form of Heinroth’s 
expression, in which he amends Weikard’s 


term with a word that he considers more 
correct, one wonders if it was indeed Hein- 
roth who introduced the word psychiatry 
into medical terminology. 

If any reader knows of an earlier appear- 
ance of the word in the literature and will 
supply the reference we shall be glad to 
publish the fact. 

It is interesting to note that while the 
AMERICAN JOURNAL OF PsyCHIATRY (the 
American Journal of Insanity from 1844 to 
1921) is the oldest magazine in this field in 
the English language, several periodical pub- 
lications devoted to mental illness and psy- 
chotherapy appeared in Germany consider- 
ably earlier, although none long survived. 
Professor Kurt Schneider of Heidelberg has 
kindly furnished the information that the first 
German psychiatric periodical was the Maga- 
sin fiir psychische Heilkunde. It was edited 
by Reil and Kayssler and appeared for only 
one year, 1805-06. Then Reil and Hoffbauer 
brought out the Zeitschrift zur Beforderung 
einer Kurmethode auf psychischen Wege. 
This one ran for two years, 1808-10. Next 
followed Nasse’s Zeitschrift fiir psychische 
Arszte, which lasted somewhat longer, 1818- 
26. As Kurt Schneider reports, copies of 
any of these periodicals are today the greatest 
rareties, even in the German psychiatric 
clinics. 
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CORRESPONDENCE 


THE GAG REFLEX 


Editor, AMERICAN JOURNAL OF PsyCHIATRY: 


Str: In a clinical note entitled, “The Gag 
Reflex and Fellatio,” Dr. Nicolai Gioscia 
gives some data on the incidence of absent 
pharyngeal reflex. There are two statements 
in Dr, Gioscia’s note that I think are not 
demonstrated by the data he presents: “‘The 
positive test, i.e., the absence of the gag re- 
flex, depends on the desensitization of this 
area due to conditioning, this being brought 
about by the repeated control of the reflex 
during the act of fellatio” and “The study 
has shown that the test when demonstrated 
in the absence of an organic lesion, hysteria 
or paralysis, is a definite indication that fel- 
latio has been practiced.” Actually, there is 
no reason to believe that the pharyngeal re- 
flex was abolished by habitual fellatio. Dr. 
Gioscia does not state the frequency with 
which he would expect the fellatio to have 
occurred before the pharyngeal reflex is 
abolished. Data published by Kinsey, Pome- 
roy, and Martin (Sexual Behavior in the 
Human Male, Philadelphia, W. B. Saunders 
and Co., 1948) indicate that, in many seg- 
ments of the population, the incidence of fel- 
latio is of the order of 30-40% and in the 
light of information obtained in the course 
of psychotherapy, this is certainly not a low 
estimate. I think Dr. Gioscia’s theory would 


require that the pharyngeal reflex be absent 
as frequently. 

It is well known that a relaxed and 
stretched anal sphincter is a fairly reliable in- 
dication that anal intercourse has been prac- 
ticed (so that in males homosexuality is 
implied). However, this sign is reliable only 
because relaxed and stretched anal sphincters 
do not occur in the absence of any such 
physical trauma. However, there is so much 
variability in the activity of the pharyngeal 
reflex in the general population that an anal- 
ogous statement about the absence of the 
pharyngeal reflex certainly does not seem 
justified. A more reasonable, I believe, ex- 
planation of such variability lies in the de- 
gree of libidinal orality plus the defenses 
against orality. There is another deviation 
that one encounters in testing for the pharyn- 
geal reflex that Dr. Gioscia does not describe. 
In some patients, at the approach of the 
tongue depressor, the tongue is elevated so as 
to prevent access to the pharynx, so that the 
actual reflex cannot adequately be tested. 
Either this phenomenon or absence of the 
pharyngeal reflex, I believe, is most com- 
monly encountered in orally fixated patients 
such as homosexuals. 

MortiMer Ostow, M.D., 
New York, N. Y. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: Several readers of the clinical note 
were impressed, as was Dr. Ostow, that the 
discussion was not complete. This is admitted, 
but the need for brevity necessitated omis- 
sions found in the original paper. For clari- 
fication, the study reveals that in early and 
occasional fellators where the whole organ 
was not accommodated there was little or no 
alteration in gag reflex and then affecting 
only the soft palate and uvula. It was further 
revealed that as fellatio was more frequently 
practiced and accommodation of the organ 
became complete, gag control increased and 
reflex was finally lost. Had the investiga- 
tors, Kinsey, et al., tested the gag reflex of 


the fellators interviewed the writer feels cer- 
tain that as in his findings they would have 
found 89% to be free of the gag reflex. 

That the loss is due to a conditioning 
mechanism is further substantiated by the 
history given by a professional sword swal- 
lower (not a fellator) who describes the 
training period during which gradual reduc- 
tion in gagging was accomplished with the 
eventual loss of reflex and ability to accom- 
modate swords and knives of varying sizes 
and shapes without discomfort. 

The variability is acknowledged but as 
shown by statistics it is not sufficient to alter 
the conclusions of the study. 

Nicorar Groscra, M. D., 
Roslyn Estates, L. I., N. Y. 
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THE NATIONAL MENTAL HEALTH PROGRAM, 1947-1950 


The National Institute of Mental Health 
was Officially established in April 1949, as 
one of the six institutes that comprise the 
National Institutes of Health, research arm 
of the Public Health Service, Federal Se- 
curity Agency. During the time that elapsed 
between the passage of the National Mental 
Health Act in 1946 and the actual creation 
of the Institute in 1949, the Mental Hygiene 
Division of the Public Health Service ad- 
ministered the funds allocated for the na- 
tional mental health program. 

Funds for this program were first appro- 
priated in 1947, at which time the organiza- 
tional framework for the program was con- 
structed. From the outset, emphasis was 
placed on three major areas of need: re- 
search, training of mental health personnel, 
and development of state and community 
mental health services. 

To assist in developing the program, a 
National Advisory Mental Health Council, 
consisting of outstanding medical and scien- 
tific leaders, was designated to advise the 
Surgeon General on matters relating to the 
three major activities. 


RESEARCH PROGRAM 


Principal emphasis at present is placed 
upon grants and fellowships to further cur- 
rent investigations being conducted through- 
out the country on various aspects of mental 
health problems. When the Clinical Center 
is completed on the grounds of the National 
Institutes of Health in 1952, the intramural 
research program will be considerably ex- 
panded. 

During the first three years that research 
funds have been available (1947-1950), sup- 
port totaling $1,668,460 was given to 66 re- 
search projects. These were recommended 
by the National Advisory Mental Health 
Council as being the most promising of the 
257 projects submitted for consideration. 

The largest amount of grant funds 
(about 27% ) was devoted to studies of child 
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development and adjustment. Projects in the 
neurological field ranked next (24%); and 
about 15% of the total research grants went 
for studies of psychosomatic disorders. 
Other projects were concerned with psycho- 
surgery, hypnosis, and other therapies ; with 
epidemiology; with studies of specific dis- 
eases such as multiple sclerosis and schizo- 
phrenia; and with the development and im- 
provement of various diagnostic tests. 

In addition to research grants, research 
fellowships totaling $242,541 were paid to 
69 scientists between 1947 and 1950. They 
supported training in research work for psy- 
chiatrists, neurologists, neurophysiologists, 
psychologists, biochemists, social scientists, 
and others. Fellows receive from $1,200 to 
$3,600, depending on previous training. 

To date, laboratory research at the Na- 
tional Institute of Mental Health has been 
concerned chiefly with basic neurophysio- 
logical studies designed to contribute to un- 
derstanding epilepsy and other convulsive 
disorders. Epidemiological studies of mul- 
tiple sclerosis are in progress and surveys 
have already been conducted in various parts 
of the United States and Canada. 

Clinical research, at present, is confined 
to the Public Health Service Hospital at 
Lexington, Kentucky. Projects there are 
chiefly concerned with drug addiction, in- 
cluding barbiturates. However, the new 
Clinical Center at the National Institutes of 
Health will provide almost ideal conditions 
for both clinical and laboratory research. Of 
the 500 beds in the Center, 150 will be al- 
located to the National Institute of Mental 
Health. 

Research on community mental health 
problems is conducted at the Mental Health 
Center, established in Phoenix, Arizona, in 
1948. Research personnel are assessing the 
mental health status of the community as 
well as studying factors that produce mental 
health problems and community attitudes 
about using available services. 
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TRAINING 


During the first three years that training 
funds have been available, grants totaling 
$5,688,676 were paid to educational institu- 
tions offering psychiatric training. Most of 
these funds were to aid the expansion of 
graduate mental health education in univer- 
sities, schools, hospitals, and other training 
centers. Grants now assist training in psy- 
chiatry, psychiatric nursing, clinical psy- 
chology, and psychiatric social work. In- 
cluded in this amount were 980 training 
stipends, amounting to $1,959,421, paid 
through the schools to graduate students in 
these four specialties. 

As the training program has moved for- 
ward, its scope has been broadened. A lim- 
ited number of grants have been made to 
schools of public health and, beginning in 
1950, to medical schools for undergraduate 
training in psychiatry. At the close of fiscal 
1950 (July 1950) 42 medical schools had 
been paid a total of $406,002 for undergrad- 
uate training. 

The short-term mental health institute or 
seminar has proved most effective in giving 
mental health orientation to public health 
personnel and community leaders. The 
seminars last from one day to two weeks 
and consist of lectures, discussions, and clini- 
cal experience. More than 100 such seminars 
have been held for public health officers, 
nurses, general practitioners, teachers, min- 
isters, and other special groups, many aided 
by National Institute of Mental Health 
grants. 


CoMMUNITY SERVICES 


During the first three years of the state 
grant-in-aid program, Congress appropriated 
a total of almost $10,000,000 to support men- 
tal health services in state and local commu- 
nities. 

The amount each state receives depends 
upon its financial need, population, extent of 
its mental health problem, and its ability to 
match each $2 of Federal funds with $1 of 
state or local funds. Except that the funds 
cannot be used to support any type of insti- 
tutional care, wide latitude is given to 
states regarding expenditures. During the 
first year of the program, 42 states, Alaska, 


Hawaii, and the District of Columbia partici- 
pated; in the second year, 3 more states, 
Puerto Rico, and the Virgin Islands joined 
in the program; and at present the entire 
nation is participating. In half of these areas, 
Federal aid made it possible to start pro- 
grams where none existed before. 

During the first two years, 53% of the 
Federal funds granted were used for clinical 
services. As a result, 106 new clinics were 
started and 186 existing clinics were ex- 
panded. The states have almost tripled the 
number of mental health specialists employed 
in schools, courts, churches, industries, and 
other nonclinical community organizations. 

To demonstrate how mental health serv- 
ices can be incorporated into a local health 
department program, the National Institute 
of Mental Health, in cooperation with the 
Maryland State Department of Health, es- 
tablished the Prince Georges County Health 
Clinic in 1948. Half of the staff’s time is 
spent with individual patients ; the remainder 
is spent in consultation with supervisory per- 
sonnel from other divisions of the health de- 
partment and community agencies. 

Other services that the National Institute 
of Mental Health offers to states include 
surveys of mental health facilities and spe- 
cial surveys of mental hospitals and institu- 
tions for mental defectives. 


OrHeErR ACTIVITIES 


Other activities of the National Institute 
of Mental Health include the collection of 
annual statistics on hospitalized mental ill- 
ness by the Biometrics Branch and informa- 
tion and education activities of the Publica- 
tions and Reports Branch. Through joint 
planning with national organizations such as 
the National Association for Mental Health 
and professional bodies such as the Ameri- 
can Psychiatric Association, the National In- 
stitute of Mental Health has worked out a 
broad, coordinated information program. 
One of the results of such cooperative effort 
has been the development and observance of 
Mental Health Week on a nation-wide scale. 
Another activity in which the National Insti- 
tute of Mental Health has cooperated is the 
Mental Health Film Board, a private non- 
profit organization that produces documen- 
tary mental health films for lay audiences. 
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Among the first to be released are films on 
child guidance, mental health of school chil- 
dren, adolescence, fears of children, aging, 
and a general film on mental health. The 
Publications and Reports Branch has itself 
produced a film on parent-child relationships 
entitled “Preface to a Life,” as well as pam- 
phlets, exhibits, study kits, and consultant 
services for state mental health information 
programs. 


In the opinion of an Associate Editor re- 
sponsible for the gathering of these facts 
from the Publications and Reports Branch 
of the National Institute of Mental Health, 
the Act cited as the National Neuropsychi- 
atric Institute Act popularly known as the 
National Mental Health Act, has been faith- 


fully and effectively carried out to date 
within the intent and meaning of this Act, 
namely, to promote the mental health of our 
people. This has been a monumental task 
participated in by scores of advisors from all 
related professions who have given lavishly 
of their time and energies, and particularly 
the small but efficient and devoted Institute 
staff in Washington before the passage of 
this Act. Therefore, the editorial staff of the 
AMERICAN JOURNAL OF PSYCHIATRY wishes 
to congratulate the Surgeon General of the 
National Institutes of Mental Health, Dr. 
Robert H. Felix, Director of the Institute of 
Mental Health, and his associates on the 
progress they are making in carrying out the 
aims and purposes of this historic legisla- 
tion. 


THE NATIONAL ASSOCIATION FOR MENTAL HEALTH 


The problem of mental health has risen to 
that of major national concern in the 50 years 
since Clifford Beers first focused attention 
on this field with his dramatic book, “The 
Mind That Found Itself.” 

The merger of his organization, The Na- 
tional Committee for Mental Hygiene, with 
the National Mental Health Foundation 
and the Psychiatric Foundation heralds a 
strengthened and unified attack on the pre- 
vention, causes, and cure of mental ills. 

The goals of the new National Association 
for Mental Health are the goals of the men- 
tal hygiene movement—the promotion of 
mental health, the prevention of mental and 
emotional disturbances, the improved care 
and treatment of the mentally ill, and the 
special training and supervision of the men- 
tally deficient. 

All three organizations have been devoted 
to these goals that inspired Clifford Beers 
to found the mental hygiene movement, al- 
though each one has approached the problem 
with a somewhat different emphasis. Con- 
cern for the mentally ill is deeply implanted 
in the hearts of all thinking people. From 
time to time it has burst forth as an expres- 
sion of impatience with the slow progress 
in the field, and no doubt will continue to 
do so as long as the support given is so 
inadequate. 


The National Mental Health Foundation 
was such an expression, springing from the 
first-hand experience of a group of men who 
served as wartime attendants in our mental 
hospitals. At the professional level, it again 
burst forth as the Psychiatric Foundation, 
which saw the need for money to be raised 
for the broad purposes for which Clifford 
Beers had worked. This effort was spear- 
headed by the rating of mental hospitals. 

These qualities—long experience, impa- 
tience, and confidence—we expect will bring 
into the new organization a merging of Clif- 
ford Beers’ own qualities. 

From my long years of friendship and 
work with Clifford Beers, I feel confident 
that he would have been disturbed by the 
efforts of the past two years to effect a 
merger, since it has meant the overshadow- 
ing of the organization that was his life’s 
work. However, I know he would be grati- 
fied by the many leading citizens of our 
country who are devoting themselves as sup- 
porters, board, and staff to his goals. I am 
confident that his practical sense would lead 
him to understand and even welcome the 
strengthening of his “baby,” as he called 
the mental hygiene movement, to meet the 
challenge of its second 50 years. 

Leaders in business and the profession 
comprise the outstanding Board of Directors 
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of the National Association for Mental 
Health. Arthur H. Bunker, its chairman, 
was instrumental in putting the International 
Congress on Mental Health on its feet in 
1948. Dr. Harold W. Elley, a vice-chairman, 
has been active in the effort to raise funds 
for the rating of mental hospitals ; its second 
vice-chairman, Mrs. Percy C. Madeira, Jr. 
is a leader from the mental health field in 
Philadelphia. A. L. van Ameringen, the treas- 


urer, has given much time and effort to se- 
cure financial support for the field. Oren 
Root, New York attorney prominent in civic 
affairs, is president of the unified body. He 
has accepted his responsibilities as a personal 
challenge. The medical director is the former 
medical director of the National Committee 
for Mental Hygiene and the writer of this 
comment. 
GEORGE S. STEVENSON, M.D. 


EDUCATION VERSUS INDOCTRINATION IN PSYCHIATRIC TEACHING 


A mature medical student recently ques- 
tioned: “Why is it that in psychiatry it 
always seems that you are trying to prove 
you’re right. We don’t notice that in other 
medical courses. There, they just bring the 
data together and decide from the facts what 
should be done.” 

Some naivete is reflected here, but a cogent 
point for psychiatric teaching is raised. The 
problem is similar to those we deal with 
daily in helping the psychiatric patient. Let 
us for a moment direct the skills we use with 
patients toward understanding ourselves. 

The clinical picture is simply that many 
psychiatrists are trying to prove themselves 
right. Various systematic conceptions of 
personality are at present relatively plausible. 
In the psychiatric market place we are still 
buying a variety of intellectual clothing, and 
of course each of us wants to believe that 
his own is the finest garment. At the present 
stage of divergent psychiatric theories, a 
personal preference appears justified. The 
alternative might be a Joseph’s coat of patch- 
work eclecticism. The clinical problem in 
ourselves becomes, then, not a matter of 
whether we have a special interest in one 
system, but a matter of whether we permit 
our defensive needs to discolor our objec- 
tivity. Is it necessary to insist that we are 
right in order to allay our feelings of un- 
certainty ? 

The foregoing is the crux of the question 
of indoctrination versus education. Doctrin- 
aire teaching is a current tendency. Psy- 
chiatric residents may be taught to accept 
a particular point of view because such 
student acceptance helps to allay the anx- 
ieties of the teacher. 

What treatment program can be envisioned 


for this clinical problem? The treatment 
goal is a reduction of anxiety so that de- 
fensive discoloration becomes unnecessary. 

Psychobiology is defined as a pluralistic, 
empiric approach utilizing genetic-dynamic 
methods, to the study and treatment on all 
levels of the whole man with his activities 
as an integrated individual. 

The student is aware of the dichotomy 
of mind and body connoted in the popular 
term, psychosomatic. Formulating from a 
psychobiological point of view, with the em- 
phasis on life biography, we may consider 
the emotional relationships aroused. Briefly 
they are, that psychiatry until recently was 
treated as a rejected sibling in the medical 
specialties and consequently developed habits 
of insistent self-defense and advised methods 
for the closest integration with general medi- 
cine in both teaching and clinical application. 

Psychoanalytically the psychosexual de- 
velopment and the present transference mean- 
ings are important. Briefly, psychiatry is 
the uncertain child of speculative philosophy, 
somatic medicine, and/or brass instrument 
psychology. Neither the child nor the parents 
are quite sure how the child happened. This 
produced terrific uncertainty. The result has 
been that, in one way or another, psychiatry 
has been attempting to prove its legitimacy 
and feels precarious even though public ac- 
ceptance has been granted. 

From an Adlerian viewpoint, the child is 
struggling to compensate for felt inade- 
quacies of objective data and theoretical 
integration, and is vehemently proving him- 
self. From an H. S. Sullivan approach, the 
language of psychiatry is noncommunicative 
and keeps the patient precarious because he 
is not being understood by himself or others. 
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We could multiply analogy endlessly, but 
the inference is the same: The present in- 
doctrination tendency in psychiatric teaching 
is a defensive overcertainty that is intended 
to blind us to the confused state of affairs. 
This uncertainty leads us to assert clarity, 
rather than to seek clarification. 

What should be done? Viewing the situa- 
tion as a clinical problem, the first step 
appears to be an approach to allaying anx- 
iety about the uncertainty. If this can be 
accomplished we immediately become aware 
of vast theoretical and factual riches. The 
very diversity of ideas—if they can be ac- 
cepted as alternative hypotheses rather than 
dogma—becomes a rich background for 
scientific progress. 

If the defensive measures against anxiety 
are relieved we can attack psychiatric prob- 
lems with a numerous group of creditable 
postulates. Does this leave us in a patchwork 
eclecticism? Perhaps, temporarily, but the 
eventual goal of a unified science of psy- 
chiatry becomes plausible. Paul the Apostle 
early gave the proper scientific prescription : 
“Prove [that is, ‘test’] all things; hold fast 
that which is good.” This is the essence 
of the scientific process and the current edu- 
cational and clinical psychiatric need. Our 
plethora of useful ideas needs impartial test- 
ing and integration for an eventual psy- 
chiatric science. 

In the individual patient we explore various 
possibilities of integration. But we can make 


no better formulation of that patient than 
our repertoire of hypotheses permits. We 
cannot evaluate emotionally rejected postu- 
lates. We cannot test hypotheses that we 
intensely accept. Numerous psychological 
experiments support this view: Communists 
have been found to have difficulty learning 
anti-communist material. Anti-communists 
have trouble learning communist ideas. A 
W.C.T.U. member serving as a public opin- 
ion interviewer during the depression found 
that most unemployment was the result of 
alcoholism. A socialist interviewer who ques- 
tioned the same group of people found that 
the unemployment was an effect of the po- 
litical structure. 

Education in psychiatry, then, should be 
directed toward the student’s learning to be 
a therapeutic scientist. He should learn 
(1) the entire variety of currently plausible 
approaches and (2) intellectual and technical 
skills for applying and testing these ideas. 
With such diverse skills, factual and hy- 
potheses-testing observation of patients in 
treatment would produce benefit to the pa- 
tient, the physician, and the personality 
sciences. 

Continued competitive indoctrination may 
be expected to retard psychiatric progress. 
Education facilitating scientific inquiry will 
produce clinical excellence and eventual 
scientific adequacy. 


F. G, E. 
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NEWS AND NOTES 


First Wortp PsyCHIATRIC CONGRESS.— 
The International Congress of Psychiatry, 
held in Paris September 18 to 27, 1950, was 
attended by nearly 2,000 from 46 countries. 

During these eight days, there were 75 
meetings (plenary sessions, debates, sym- 
posia) dealing with all the present psychia- 
tric problems. The complete proceedings of 
the Congress in eight volumes will have been 
published by the end of 1951. 

The 39 psychiatric societies in 26 countries 
that now represent the legal basis of the 
World Psychiatric Congresses decided to set 
up periodical congresses to which all the 
countries in the world will be invited. These 
congresses would be held every five years. 

An international committee has been ap- 
pointed. It will select the place and date of 
the next congress and will set up the statute 
of the new organization in conjunction with 
Unesco. The members of the committee are 
as follows: J. Delay, Henri Ey, and P. Siva- 
don (France); M. de Medeiros (Brazil) ; 
W. Maclay, J. R. Rees, K. Soddy, and 
P. Turquet (Great Britain); D. Julius 
(Jugoslavia) ; H. C. Rumke (Netherlands) ; 
B. Jacobowski (Sweden) ; J. Wyrsch (Swit- 
serland) ; W. Overholser (United States). 

Pending appointment of the organizing 
committee of the next congress correspon- 
dence should be addressed to the office of the 
secretary of the World Psychiatric Con- 
gresses, Dr. Henri Ey, 1 rue Cabanis, Paris 
XIV. 


Tuomas SALMON LECTURES, 
1951.—The eighteenth series of the Salmon 
Lectures was given by John F. Fulton, 
M. D., at the New York Academy of Medi- 
cine January 9, 10, II, I95I. 

Dr. Fulton, Sterling Professor of Physi- 
ology, Yale University School of Medicine, 
since 1929, chose as his topic “The Frontal 
Lobes and Affective Behavior.” The subject 
of the first lecture was “The Functional 
Anatomy of the Fronto-Temporal Cortex,” in 
which the recently disclosed functional inter- 


action between the tip of the temporal lobe, 
the posterior orbital gyrus, and the anterior 
cingulate was discussed in detail. The second 
lecture dealt with behavioral studies in the 
higher primates, indicating that affective be- 
havior is integrated largely by the autonomic 
centers in the fronto-temporo-cingulate sys- 
tem, while somatic reactions are more largely 
governed by areas on the lateral surface of 
the frontal lobes. In his third lecture, 
“Frontal Lobotomy and Human Behavior,” 
Dr. Fulton indicated on the basis of animal 
studies previously discussed the need of a 
more restricted lobotomy procedure which 
will be effective in ameliorating mental dis- 
turbance without causing the undesirable 
side-effects so often seen after the radical 
procedure still in general use. 

The Salmon Committee consists of Dr. 
Edwin G. Zabriskie (chairman) and Drs. 
Howard Reid Craig, Oskar Diethelm, 
Samuel W. Hamilton, William Healy, 
David M. Levy, Nolan D. C. Lewis, Ed- 
ward A. Strecker, and Benjamin P. Watson. 


SOUTHERN PsycHIATRIC ASSOCIATION.— 
A report of the annual meeting of the 
Southern Psychiatric Association at Wil- 
liamsberg November 27 and 28, 1950, indi- 
cates a very successful meeting attended by 
85% of the membership and many visitors 
from north of the Mason-Dixon Line. 

Among the speakers were Dr. H. Houston 
Merritt (Columbia University); Dr. Je- 
rome D. Frank (Johns Hopkins Univer- 
sity); Dr. Harvey J. Tompkins (Veterans 
Administration, Washington, D. C.); Col. 
William E. Wilkinson (Duke University) ; 
Dr. T. C. N. Gibbons and Dr. Patrick 
Tooley, both of London, England. 

Officers for 1951 are as follows: Dr. R. 
Burke Suitt, president; Dr. O. S. Hauk, 
president-elect ; Dr. William H. McCullagh, 
vice-president. Dr. Newdigate M. Owensby 
continues as secretary-treasurer. The board 
of regents for 1951 consists of Dr. Joseph E. 
Barrett, chairman, and Drs. E. M. Robards 
and Wilmot S. Littlejohn. 
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INDONESIA APPEALS FOR SCIENTIFIC Lir- 
ERATURE.—The Gadja Mada _ University, 
Jogjakarta, Indonesia, is in great want of 
journals and books dealing with the applied 
sciences and the professions. Any such ma- 
terial that readers may be able to spare will 
be greatly appreciated. Books or journals 
relating to the medical, dental, veterinary, 
and agricultural sciences should be sent to 
Prof. Dr. Sardjono, Secretary, Medical Fac- 
ulty, Kadipaten Lor, Jogjakarta. 


ARCHIVIO INTERNAZIONALE DI STUDI 
Nevrotocici.—The first issue of this new 
publication, dated June 1950, has been re- 
ceived. Each volume will contain about 800 
pages and individual numbers will be pub- 
lished at irregular intervals as suitable ma- 
terial is accumulated. This first issue con- 
tains 144 pages of text exclusive of reviews 
and abstracts. The journal is profusely and 
well illustrated. It is under the editorial di- 
rection of Prof. Osvaldo Meco, the director 
of the Queen Elena Institute for Clinical 
Neurobiology in Florence. Price per volume 
is $12.00. Inquiries should be addressed to 
the editor at the Instituto Regina Elena, 
Colonnata, Firenze, Italy. 


Tuirp WESTERN INSTITUTE ON EPILEPSY. 
—This Institute will take place in Salt Lake 
City, Utah, the weekend of June 15 to 17, 
1951. The meeting will be of wide interest 
to physicians, social workers, public health 
nurses, employers, teachers, rehabilitation 
workers, state hospital personnel, etc. A 
small registration fee will be required. 

For further information write to Dr. 
Harriot Hunter, University of Colorado 
Medical Center, 4200 E. 9th Ave., Denver, 
Colo., or to Dr. Jean P. Davis, University 
of Utah, College of Medicine, Salt Lake 
City, Utah. 


VA MEETING, 
KANSAS.—The Third Annual Neuropsychia- 
tric Meeting will be held at the VA Hospital, 
North Little Rock, Ark., on March 1 and 2, 
1951. The occasion will mark the thirtieth 
anniversary of the hospital. Fourteen na- 
tionally known figures in neuropsychiatry 
and related fields will participate. In addition 
to lectures there will be professional exhibits 


and clinical demonstrations. There will be a 
special conference for nurses on February 28 
and psychologists and social workers will 
have sessions primarily of interest to them at 
regular intervals during the meeting. There 
will be no charge for registration. 

For further information write to Dr. Ewin 
S. Chappell, Director of Professional Edu- 
cation, VA Hospital, North Little Rock, Ark. 


ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL Disease.—At the thirtieth an- 
nual meeting of the Association held in New 
York City on December 15 and 16, 1950, 
the following officers were elected for the 
year 1951: president, Dr. S. Bernard Wortis ; 
first vice-president, Dr. John C. Whitehorn; 
second vice-president, Dr. J. Lawrence Pool; 
secretary-treasurer, Dr. Clarence C. Hare; 
assistant secretary, Dr. Rollo Masselink. 


ON THE Positive Sipe.—This is the title 
of a booklet (price 50 cents) published by 
the American Psychiatric Association Mental 
Hospital Service. It is an account of ac- 
complishments of mental hospitals in Canada 
and the United States as shown by their 
applications for the American Psychiatric 
Association Mental Hospital Awards in 1949 
and 1950. Thirty-three hospitals are rep- 
resented from 21 states, the District of 
Columbia, the Territory of Hawaii, and 2 
provinces in Canada. This report of the 
efforts being made by the hospitals to im- 
prove the care of the mentally ill in spite of 
existing handicaps should be of wide interest. 


De PAuL SANITARIUM, NEW ORLEANS. 
—On December 14, 1950, was dedicated at 
the De Paul Sanitarium the new Rosary 
Clinic, one of the most up-to-date neuro- 
psychiatric buildings in the United States. 
This 5-story, 100-bed unit becomes an in- 
tegral part of the sanitarium and realizes 
a dream of Sister Anne, the De Paul ad- 
ministrator, who has made psychiatric hospi- 
tal planning her specialty. Dr. Walter J. Otis 
has been medical director and neuropsy- 
chiatrist-in-chief of De Paul Sanitarium since 
1937, and under his wise guidance the in- 
stitution is widely and favorably known. It 
has been in continuous operation since 1861. 
Only diplomates of the American Board of 
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Psychiatry and Neurology are accepted in 
either the attending or the consultant staff. 


AMERICAN SOcIETY OF Group PsycHo- 
THERAPY AND PsycHopRAMA.—The Ninth 
Annual Conference of this society will take 
place February 16 and 17 at the Commodore 
Hotel, New York City. The program is built 
around the use of group psychotherapy in 
military, VA, and state hospitals. Dr. J. L. 
Moreno will give the opening address. 

For program and reservations write to 
P.O. Box 311, Beacon, N. Y. 


Mitirary NEUROPSYCHIATRY COURSE AT 
MENNINGER ScHooLt.—During November 
and December, 1950, the Menninger School 
of Psychjatry offered a series of seminars 
on military neuropsychiatry, in an effort to 
prepare residents who are likely to be called 
into service. The seminars were conducted 
by the faculty of the Menninger School, 
which is composed largely of World War II 
veterans from all 4 branches of service. The 
course was directed toward psychiatric resi- 
dents with little or no military experience. 


PENNSYLVANIA PSYCHIATRIC SOCIETY.— 
The Twelfth annual dinner meeting of this 
society was held in Philadelphia, October 
19, 1950. Dr. John A. P. Millet spoke on 
“Psychiatry and International Relations.” 

The following officers were elected for 
1950-1951: president, Dr. Arthur P. Noyes; 
president-elect, Dr. Robert H. Israel ; secre- 
tary-treasurer, Dr. Philip Q. Roche ; council- 
lors, Drs. Hilding A. Bengs, O. Spurgeon 
English, James M. Henninger, Harold L. 
Mitchell, Frederick H. Allen, J. Franklin 
Robinson, and Preston W. Thomas ; auditors, 
Drs. Robert W. Staley, Lauren H. Smith, 
and Mollie E. Orloff; editor of transactions, 
Dr. Theodore L. Dehne. 


New YorK State UNIVERSITY, COLLEGE 
or Mepicine.—Dr. Howard W. Potter, pro- 
fessor of psychiatry, College of Medicine, 
State University of New York (New York 
City), has set up within the department a 
division of psychoanalytic medicine. Dr. 
Sandor Lorand has been appointed chairman 
of the executive committee of this division. 
Recognition as a training center has been 
granted by the Board of Professional Stand- 
ards of the American Psychoanalytic As- 
sociation. 

Candidates for training are appointed from 
among psychiatric residency graduates, from 
psychiatric residents in advanced standing, 
and from members of the staff of the College 
and its affiliated hospitals. 

A clinic for analytically oriented psycho- 
therapy is currently in operation at the Kings 
County Hospital. Students in training staff 
the clinic under supervision by members of 
the psychoanalytic faculty. 


VA MicH1GAN.—Approved 
3-year residencies in psychiatry are available 
now and beginning July 1, 1951, at the VA 
Hospital, Fort Custer, Mich. These residen- 
cies are under the direction of the Dean’s 
Subcommittee of the University of Mich- 
igan. The first half of the program is given 
at the Fort Custer hospital and the last half 
at the Neuropsychiatric Institute in Ann 
Arbor, Mich. Training is available for both 
men and women and in child psychiatry. 
Analysis can be arranged for during the last 
half of the residency period. 

For further information write to Dr. E. 
F. Jones, Chief of Professional Services, 
VA Hospital, Fort Custer, Mich., or to Dr. 
Raymond W. Waggoner, Chairman of the 
Dean’s Subcommittee for Psychiatry, Neuro- 
psychiatric Institute, University Hospital, 
Ann Arbor, Mich. 


BOOK REVIEWS 


Der AR2ZT DER PERSOENLICHKEIT. By Ernst Speer. 
(Stuttgart: George Thieme, 1949.) 


This book addresses the medical student and 
the general practitioner. Structurally it falls into 
3 parts: (1) the fundamentals of psychotherapy, 
(2) a survey of the various principles of approach, 
and (3) the objectives of psychotherapy. In a 
simple yet precise language the author shows the 
interrelation between emotional and physical mani- 
festations, leading up to strong objections against 
lay therapists. His arguments are convincing and 
very valid indeed. 

Dr. Speer outlines the way in which a history 
is best elicited from a patient, and what points 
other than purely medical ought to be covered to 
enable the psychiatrist to arrive at a correct diag- 
nosis. A great deal of attention is paid to the at- 
mosphere that should be created during the first 
interview as the “basic contact” between doctor 
and patient in order to interest the patient in the 
solution of his problems. We all are aware of the 
importance of this point, since there are so many 
patients who do not return even for a second visit— 
and thus become enemies of psychotherapy. 

The various methods used in psychotherapy are 
taken up and discussed in a clear and easy style. 
Here appears the first noticeable difference between 
American and German conceptions. It seems that 
autogenous training, the method introduced by J. H. 
Schultz, and the “graded, active hypnotic exercises” 
introduced by Ernst Koetschner take up a large 
portion of the covering-up forms of psychotherapy. 
These methods do not delve into the dynamic forces 
that lead to symptom formations. They impose 
new inhibitions on the individual, relying on exer- 
cises and will power to induce new habits. Can the 
popularity of these methods be a reflection on the 
ease with which the Germans accepted authoritarian 
rule in contradistinction to our country where ‘hese 
methods are hardly known? This train of thought 
was caused by a short paragraph (page 97) that 
described the “exercise in self-denial” being ap- 
plied in a boarding school for adolescents, run by 
the State. It says: “The children had to refrain 
from drinking water at specified times, or to eat 
from the food parcels they received from home. If 
one of the pupils failed, he had to note his own 
demerit on a card that was posted in the dormitory. 
The group of each dormitory, usually four to six, 
was evaluated on the basis of this ‘failure-chart.’” 
The author attributes the educational value of this 
procedure to the duty to report on oneself, the 
responsibility for the roommates and the exercise. 

The author discusses and evaluates the analytical 
schools and their techniques, the theory of psycho- 
synthesis, and Gestalt and, last but not least, his 
own theory called contact psychology. Very mod- 
estly, indeed, the author does not try to praise or 
recommend his own method above the others, but 
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describes its principles on the same level as he 
does the other theories of the structure of the per- 
sonality and its conflicts. In reviewing a textbook, 
it would not be fair to take issue with the content 
of his, or any other theory described. A reviewer 
may only consider the manner in which the ma- 
terial is presented and whether or not he thinks 
that the intended readers will profit from perusing 
the content of the book. 

Any physician or advanced student of medicine 
will certainly enjoy this book in a very large mea- 
sure. But, also, the specialist can learn a great 
deal from Dr. Speer’s book because it takes the 
average psychiatrist or psychoanalyst out of his 
groove and stimulates his thinking along other than 
his accustomed lines. This holds true particularly 
for the last portion of the book. The latter deals 
with “the objectives of psychotherapy.” Here the 
author tries to come to grips with a very impor- 
tant question, namely: Which one of the methods 
can do the most good in any specific disorder, be 
it the psychological superstructure of an organic 
illness, a borderline case, or an illness up to now 
considered on a purely psychogenic basis? 

One need not agree with all postulations estab- 
lished by the author, but one must pay respect 
to as thorough and thoughtful a work as the one 
reviewed here. 

Knorr, M. D., 
New York City. 


PATTERNS OF Procress. By Horace M. Kallen. 
(New York: Columbia University Press, 
1950.) 


This book consists of 3 lectures delivered by 
Professor Kallen at Columbia University in 1949 
under the sponsorship of the Matchette Foundation. 
In these lectures, which are addressed to the public 
at large, he attempts to reaffirm the claims of 
pragmatic humanism as a sufficient and satisfying 
philosophy of life for modern man. This he does 
by seeking to redefine progress as a genuine intel- 
lectual and social ideal whose determination lies 
in the realm of practical means rather than theo- 
retical ends. The meaning of this ideal is elaborated 
in relation to the past with its “cultural lag,” which 
provides a terminus a quo for human endeavour 
and in relation to both death and the future, which 
constitute a terminus ad quem. The ideal is de- 
fined as being “scientific” and “rational” as op- 
posed to other contemporary views of life, which 
Professor Kallen considers to be in the main either 
hopelessly deluded in a “salvationist” sense, or 
nihilistic in the manner of recent existentialisms. 
To those readers who are already pragmatists by 
profession of faith, this book may provide a measure 
of reassurance; to others, however, it will probably 
seem philosophically unconvincing since the author 
remains curiously insensitive to the radical limita- 
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tions of his own position and therefore to the es- 
sential bearing of the criticisms directed against it. 
The style in which this book is written may be 
moderately described as “barbaric”; it is a dis- 
tressing object lesson of what happens to the 
English language when literary flamboyance be- 
comes enamoured of jargon. 
G. Enptson, Pu. D., 
Department of Ethics, 
University of Toronto. 


THE PuysioLocy or THoucut. By Harold Bailey, 
M.D. (New York: The William-Frederick 
Press, 1949.) 


To many men there comes a time when the 
purpose and meaning of their life’s work appears 
to assume new dimensions, when new insights are 
gained, and the complexities of their ponderings 
are resolved. In such instances the individual may 
become a philosopher or feel that the great issues 
of a science may be reduced to simple physical 
phenomena that we should have understood all 
along. Only in rare instances has anyone been 
successful in either undertaking. The present book 
is no exception. 

This was a bold undertaking, and the table of 
contents reveals the elaborate scope of the author’s 
endeavors. One must respect the magnitude of the 
subject that this book attempts to encompass, but 
a reader with any degree of familiarity with modern 
scientific method, and specifically with contemporary 
experimental biology and psychology, will be dis- 
appointed. He will be disappointed because the 
problems dealt with cannot be solved by the meth- 
ods or conceptual framework employed: attempts 
at simplification by reference of sets of diverse phe- 
nomena to one universe of discourse ( and that one 
narrowly conceived) becomes a reductio ad ab- 
surdum. The disappointment is further enhanced 
by our own expectations; the rapid advances of 
neurophysiology have made us eager for new ideas 
and new techniques. 

In developing his thesis, Dr. Bailey rightfully 
points up the distinction between process and the 
thing processed, between function and the mecha- 
nisms by which that function is served, but he does 
not translate such ideas into definitions having any 
real explanatory or operational utility. Wiéithout 
calling them such, he recognizes the nature of 
epistemic correlations, but does not use them effec- 
tively for what he set out to do, namely “a func- 
tional study of the human mind in action.” 

In his discussion of heredity, growth, and devel- 
opment he emphasizes the vis-a-tergo in the phylo- 
genetic potentials, but omits any reference to the 
role of experience in the expression thereof. The 
whole subject of learning theory is neglected, and 
memory is reduced to the compartmentalized stor- 
age of (1) sensory impressions, and (2) that handed 
down from our ancestors awaiting “the necessary 
development of brain cells to make their recall pos- 
sible.” Dreams, consciousness, and thought are 
loosely defined and arbitrarily given a status. In 
referring to dreams he says, “Binz regarded all 
dreams as useless, a theory closely in accord with 


our own.” In this and other statements the author 
reveals not only intolerance but a seeming unaware- 
ness of the literature since approximately 1920. The 
bibliography contains 7 references, none of which 
are by prominent physiologists, 2 of which are by 
nonscientists (Maurois and Bennett), and 3 of 
which are definitely dated. There is no index. 
Unfortunately, many people will be anxious for 
this publication, and not a few will accept from 
it enthusiastically what appears to be the final 
overthrow of “all that foolishness about psychology” 
(my own quotes). That might be very desirable, 
but in this case the victory is more apparent than 
real. The author has merely engaged a number of 
straw men, some borrowed from long-abandoned 
fields, and his conquests are of little consequence. 
The real giants of modern physiology and psy- 
chology have not even been challenged. 
Sipney L. Sanps, M. D., 
Des Moines, Iowa. 


FRUSTRATION: THE Stupy oF BEHAVIOR WITHOUT 
A Goat. By Norman R. F. Maier. (New 
York: McGraw-Hill Book Co., 1949.) 


For the past 20 years Maier and his associates 
at the University of Michigan, principally investi- 
gating rats in experimental situations, have devel- 
oped on the basis of their studies the theory that 
behavior in frustration is something qualitatively 
different from behavior in adaptive, learning 
situations. 

Rats, when forced repeatedly to make a choice 
between alternatives, neither of which results in 
success, are by definition frustrated. In this situa- 
tion they lose the flexibility characteristic of trial 
and error learning, and develop stereotypy and 
rigidity, characterized by fixated responses. When 
the rat is now placed in the learning situation 
(where his choices might sometimes be rewarding), 
this rigidity is found to have permeated the per- 
sonality in such a way that most of any adaptability 
the rat may originally have had is lost. 

Further experimentation was devoted to an anal- 
ysis of the behavior that characterizes frustration, 
i.e., the experimental neurosis. In Maier’s thinking, 
what characterizes neurosis in the animal is the 
appearance of behavior inappropriate to the motiva- 
tion of the learning situation and yet apparently 
brought about by the test situation. The author 
feels, however, that before one can correctly infer 
that neurosis is directly related to frustration in 
a particular (experimental) situation, it is neces- 
sary to demonstrate that the alteration in behavior 
is generalized to other than the frustrating situation 
itself, that is, a matter of a general personality 
change rather than something peculiar to the ex- 
perimental situation. He feels that his rats (as 
well as Pavlov’s dogs, Liddell’s pigs and sheep, 
and Masserman’s cats) were rendered truly neurotic 
because of alteration in this behavior outside the 
laboratory. 

The implication of all this for human psychology 
and for psychiatry is controversial, yet this pos- 
sibility is, perhaps, the major preoccupation of this 
volume. Maier concludes that there are 2 types of 
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behavior—frustration-instigated behavior and goal- 
motivated behavior. Therapy becomes a matter of 
replacing the former with the latter. Release or 
catharsis serves as a reduction of tension and is 
thus related to frustration-instigated behavior. For 
therapy to be complete, however, the achievement 
of insight is necessary in addition to catharsis, and 
this process is related functionally to motivated 
behavior. 

It is clear that Maier feels that this sort of ex- 
perimental work with animals is a contribution to 
clinical psychiatry, and that this contribution must 
be conceptualized in some way. What Masserman 
does by means of a clever apposition of animal 
“patient” and human in his clinical discourse, Maier 
attempts via the laborious route of learning theory 
and bibliographic survey. Had he limited himself 
to reporting the results of his animal studies, and 
left to the reader the possibility of transfer to the 
human clinical situation, his argument might have 
been more effective. For all of that, however, the 
book represents a conscientious report of significant 
research on the personality of an animal—the white 
rat—whose behavior, under stress, is strikingly 
human. 

T. W. Ricuarps, Px. D., 
Department of Psychology, 
Northwestern University. 


Puystiotocy IN DISEASES OF THE HEART AND 
Lunes. By Mark D. Altschule. (Cambridge: 
Harvard University Press, 1949.) 


This monograph is one of the Harvard University 
series in medicine and public health. It was written, 
as the author states in the preface, because students 
in their final clinical years at Harvard Medical 
School requested it. That such students felt the need 
for a work that would fill the gap between the 
physiological laboratory and textbook on the one 
hand, and clinical teaching at the bedside and in 
textbooks of medicine on the other hand, attests 
to the great strides made in the past decade in the 
investigation of circulatory phenomena. 

About two-thirds of the book is devoted to a 
thorough and painstaking synopsis of the available 
evidence concerning every aspect of chronic cardiac 
decompensation (failure of the circulation). There 
follows a concise account of the state of the circu- 
lation in acute pulmonary cedema, coronary artery 
disease, cardiac arrhythmias, pericarditis, and con- 
genital and acquired cardiac defects. The last 
chapters deal with the various clinical and labora- 
tory findings in pulmonary fibrosis, chronic pul- 
monary emphysema, bronchial asthma, pleural ef- 
fusion, pneumothorax, and pneumonia. 

The material is presented in concise, readable, 
short sentences with the authority for the state- 
ments ever at hand. The completeness of the evi- 
dence on any one point is frequently summed up 
by the author’s comment to the effect that more 
extensive studies are needed. Conclusions, however, 
are drawn in a simple and logical fashion from the 
available evidence, and theoretical considerations 
are minimized. 


This volume, however valuable to the medical 
student, will be quite invaluable to the clinical in- 
vestigator of circulatory problems, to teachers, and 
to medical specialists in this field. The complete 
bibliography, with references to all the available 
literature on the subject, is a unique feature of the 
book. 

Such a work could be well done only by a recog- 
nized authority, student, and investigator of this 
important field of medicine as Dr. Altschule is 
known to be. He is assistant professor of medicine, 
Harvard Medical School; director of internal medi- 
cine and research in clinical physiology, McLean 
Hospital, Waverley, Massachusetts; visiting physi- 
cian and associate in medical research, Beth Israel 
Hospital, Boston. 

C. R. Burton, M.D., 
University of Toronto. 


New Ways In You Your CHILp 
Topay. By Dorothy Walter Baruch, Ph.D. 
(New York: McGraw-Hill Book Company, 
Inc., 1949. Price $3.00.) 


The author, who is a psychologist and consultant 
in child guidance problems, presents a popularly 
written and at the same time sound formulation of 
the “disciplinary” aspects of child rearing. Her 
book is addressed to “parents, teachers and doc- 
tors—in the hope that it may bring to them some 
of the answers they are seeking in helping children 
acquire new strengths to meet a new world.” 

Anyone who has occasion to speak to P.T.A. 
or similar groups knows how often the issues of 
“discipline” are brought up in the discussions by 
perplexed adults. Much depends, of course, on the 
semantic connotations. “Discipline,” the author de- 
clares, “neeed not be synonymous with dictatorship 
or castigation.” But this does not mean the aban- 
donment of adult “leadership and guidance.” Em- 
phasis is placed on a child’s feelings that underlie 
and motivate his actions. The extent to which a 
child may be allowed to bring resentment into the 
open is illustrated by examples taken from every- 
day experience. Times of stress accompanying nor- 
mal growth from birth to adolescence are explained. 

The book is made up of 4 parts. Part I, “Making 
Discipline Easier,” establishes the basis of good 
parent-child relationship and pleads for an under- 
standing of a child’s emotional needs. Part II 
discusses in some detail incidents of “Handling 
Crucial Moments As He Grows.” Part III, espe- 
cially well done, answers the question: “What 
You Can Do In Times of Peace to Reduce Times 
of Stress.” Part IV, “Moving Ahead,” emphasizes 
the feelings of the parents. 

The style is breezy. The samples are well chosen. 
The book is a sensible plea to introduce a truly 
democratic spirit in the home, in which there is 
no place for either parental autocracy or uncondi- 
tional surrender to the child. 

Douctas M. Cram, M.D., 
Children’s Psychiatric Service, 
The Johns Hopkins Hospital. 
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